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Foreword 

This manual amplifies the recommendations on planning techniques 
presented in "Arcawide Planning for Hospitals and Related Health Facilities/' 
report of the Joint Committee of the American Hospital Association and the 
Public Health Service. The report dealt with the broad aspects of planning 
by local health facility planning agencies; The details of planning were left 
to this manual, which is addressed primarily to executives and directors of 
new areawide planning groups and to persons interested in establishing such 
organizations. 

The techniques suggested are based upon experience gained in a number 
of cities. While the proposed methodology is believed to be quite flexible, 
users of the manual should feel free to experiment and modify the suggested 
material to suit local conditions. 

Planning is a continuing process. Good planning requires that officials 
oC planning organizations bo ever alert to new trends and developments. It 
also demands that they continually seek to obtain a deeper understanding of 
forces influencing the need and demand for hospitals and related health facilities. 
Therefore, while this manual emphasises the initial phases of the planning 
process, it also devotes attention to periodic data-reporting and suggests prob- 
lem areas which should receive detailed study once a planning program has 
become well-established. 

This document suggests activities through which local planning agencies 
can develop policies and procedures for guiding the future development of 
hospitals and related health facilities within specific geographic areas. It is 
hoped that the manual will materially assist officials of these organizations to 
effectively stimulate the most judicious development of health facilities and 
the provision of needed facilities and services. 

The Public Health Service would like to express its appreciation to those 
organizations which reviewed the initial draft of this document. These in- 
clude the Massachusetts and Maryland State Hill-Burton agencies, and the 
local planning associations in Chicago, Pittsburgh, and Kansas City. The 
staff is also indebted to many other individuals and organizations for their 
helpful comments. Among these are suggestions made during the course of a 
series of working conferences on the methodology of areawide health facility 
planning, conducted by the Public Health Service and the American Hospital 
Association to review the procedures contained in the preliminary draft manual. 
The following persons were primarily responsible for preparing the material for 
publication: Kenneth Bourn, public health advisor; Anita Reichert, technical 
writer; and John D. Thewlis, chief, Operations Branch. 




JACK C, HALDEMAN, M.D., 
Assistant Surgeon General 
Chief, Division of Hospital 
and Medical Facilities. 
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BACKGROUND 



The Need for Better Planning 

The need for improved coordination of health 
facilities and services in the United States has 
long been recognized. As early as 1947, the 
Commission on Hospital Care noted that groups 
of hospitals working together can materially 
improve their services and maintain higher 
standards of care (jf). 

Both this Commission and the later Com- 
mission on Financing Hospital Care made strong 
pleas for cooperation among hospitals (#). Both 
bodies recommended a careful study of total 
community needs prior to building new hospitals 
or expanding or replacing existing institutions. 
In addition, both urged the sharing and integra- 
tion of specialized services among various 
hospitals. 

More recently, the need for better planning 
has been accentuated by public discussion of the 
rapidly increasing cost of hospital care as well 
as criticism of unnecessary duplication and im- 
proper utilization of services and facilities. The 
importance of planning has also been emphasized 
by the growing obsolescence of many older 
facilities. 

The Regional Conferences 

During the spring of 1969, the Public Health 
Service and the American Hospital Association 
jointly sponsored four regional conferences to 
explore ways of improving health facility plan- 
ning (3). These were attended by several hundred 
persons interested in hospitals and health. A 
major conclusion of the conferences was that 



hospitals should serve as focal points for com- 
munity health services in a coordinated system 
developed under the guidance of an areawide 
planning agency with a paid professional staff, 

The Joint Committee 

Following the regional conferences, the Public 
Health Service and the American Hospital As- 
sociation established a Joint Committee to develop 
guidelines for carrying out the conference 
recommendations. The Committee, composed of 
15 outstanding leaders in the hospital, medical, 
and health fields, was requested to develop 
principles for organizing local planning agencies, 
to define their functions, and to outline planning 
techniques. 

In its report "Areawide Planning for Hospitals 
and Related Health Facilities/ 1 (4) the Committee 
indicated that areawide planning is both desirable 
and possible, that it should be a continuing process 
and that, if properly executed, it will help to 
assure that future expenditures for construction, 
expansion, renovation and replacement of hospi- 
tals and related facilities will be made in response 
to established need. The Committee summarized 
its conclusions by noting that areawide planning 
will aid communities in: 

* Maintaining and improving quality of care 
as economically as possible; 

* Correcting deficiencies in existing facilities 
and services ; 

4 Stimulating the construction of needed fa- 
cilities, including those for education and 
training ; 



890-813 O-63- 



> Discouraging construction not conforming 
to community needs; 

* Assuring more effective use of community 
funds by avoiding unnecessary duplication of 
highly specialized, infrequently used, expen- 
sive facilities; 

Improving patient care by developing more 
effective interrelationships among facilities; 

* Developing an orderly distribution of all 
facilities in keeping with the projected popu- 
lation characteristics and overall community 
development ; 

* Encouraging individual facilities to define 
and carry out their objectives and projected 
roles in relation to other facilities, services 
and community needs; 

+ Stimulating facilities to recognize oppor- 
tunities for better coordination of services; ^ 

4 Demonstrating the need for philanthropic 
and public funds through a well-developed 
information program. 



Definition 

Specifically, areawide planning involves the es- 
tablishment of local health facility planning agen- 
cies, each governed by a broadly representative 
group of lay and professional community leaders.* 
These organizations are vehicles for achieving 
greater local participation in planning and devel- 
oping adequate facilities and services. They also 
provide a mechanism for coordinating the con- 
struction plans of individual institutions and for 
guiding facilities in planning their own future 
development in relation to recognized community 
needs. 

The Hospital Council of Greater New York, 
formed in the midthirtics, was the first local 
planning organization. It was followed in 1946 
by the Columbus Hospital Federation. Since 
then, local planning groups have been established 
in Detroit, Kansas City, Chicago, Pittsburgh, and 
elsewhere. 



THE ORGANIZATIONAL STAGE 



The organizing process involves creating a cli- 
mate for planning, determining the objectives of 
the proposed planning group, drafting a constitu- 
tion and bylaws, recruiting community leaders to 
serve on the governing board, securing adequate 
financing to support the organization's activities, 
and recruiting a staff. 

One or more influential and dedicated persons 
must take the lead in working toward the 
organisation of a local planning agency. 

The stimulus for forming a local planning agency 
can come from a variety of sources. In some cases 
it has been provided by business leaders; in others, 
a hospital association or a unit of State Govern- 
ment has served as the catalyst. But, no matter 
where the idea germinates, experience has shown 
that the services of some respected, energetic, and 
enthusiastic person or persons are needed to organ- 
ize a local planning group. 

ate is fundamental 
planning. 

or during the initial 
"awide planning to 



create community interest and to secure the en- 
dorsement of influential organizations and groups 
concerned with health problems. 

State Advisory Councils 

In each- State there is a council sot up to advise 
Hill-Burton officials on the conduct of the program 
within the State. These councils include repre- 
sentatives of hospitals and other facilities, the 
medical profession, and the public. 

State advisory hospital councils can be instru- 
mental in helping to develop support for the for- 
mation of voluntary planning agencies by declaring 
support for areawiclo planning in general and by 
endorsing particular planning efforts within the 
State. The Federal Hospital Council, which is a 
national advisory body established pursuant to the 
Hill-Burton legislation, has already recommended 



throughout this publication, the torma "planning 
group," "planning agency," "planning organisation," 
and "planning council" are used interchangeably to desig- 
nate such an agency. Whether used alone or modified 
by the words "local," "areawide, 11 or "voluntary," these 
terms refer to the local health facility planning agency 
established to carry out areawide planning functions as 
defined above. 



to the Surgeon General of the Public Health Serv- 
ice that greater emphasis be given to areawide 
hospital planning. 

Hospital and Nursing Home Associations 

Endorsement of the areawide planning concept 
by hospital and nursing home associations should 
be sought even before formal organizational work 
begins. Since planning involves working inti- 
mately with facilities, their active support is 
essential. Close cooperation between the or- 
ganizers and appropriate associations will em- 
phasize the fact that planning is a joint effort by 
facilities and planners to find solutions to difficult 
problems. The cooperation of individual ad- 
ministrators and facilities will be easier to enlist 
at later stages if the helpful nature of planning is 
emphasized at the outset. 

Hospital and nursing home associations should 
be encouraged to establish administrators' com- 
mittees to advise the sponsors of the prospective 
planning group during the organizational stage. 
At a later time, such committees can serve as ap- 
propriate vehicles for communication between the 
associations and planning officials. 

Associations should also be consulted on the best 
way they and the facilities which they represent 
can bo given a voice in the planning effort. 

Medical Societies 

Endorsement of the planning effort should also 
be sought from State and local medical societies 
while the planning group is still in the formative 
stage. 

Physicians use hospitals frequently and influ- 
ence the volume of hospital services required by 
determining the persons to be admitted and the 
date of discharge. Their expressed needs provide 
the most tangible evidence of demand for hospitals 
and related facilities. 

Health facility planning does not consist ex- 
clusively of promoting or discouraging construc- 
tion projects. It goes beyond this and deals with 
the deeper factors which create the pressures for 
construction. Sometimes these pressures can be 
relieved by providing suitable alternatives to 
expensive general hospital care, or by developing 
programs which serve as alternatives to institu- 
tion alization. For example, neighboring hospitals 
have, in some instances, reduced a bed shortage 
in one and increased occupancy in the other by 
arranging for reciprocal medical staff privileges. 



There is also increasing evidence of the efficacy 
of utilization committees in promoting judicious 
and appropriate use of hospitals. 

Educating physicians to the possible advantages 
of seeking alternatives which minimize the need 
for additional construction, especially of general 
hospital beds, requires close cooperation and liaison 
between planning officials and the medical pro- 
fession. Therefore, planning officials should build 
close working relationships with physicians from 
the earliest planning stage. 

Business Leadership 

The support and understanding of the top 
echelons of the business community are also es- 
sential to creating an atmosphere in which suc- 
cessful planning is possible. It is to this group 
that a planning agency must eventually turn for 
the majority of its board membership if it is to 
avoid the appearance of being dominated by 
professional vested-interest groups. 

In addition, participation of top business loaders 
is needed to create support for a planning program 
once it is initiated. The business community 
commands respect, and its ability to mobilize 
financial resources is useful in encouraging the 
participation of facilities and their cooperation 
with the planning program. 

Wherever possible, it is desirable that top busi- 
nessmen rather than health professionals take 
the lead in organizing local planning groups. 
Doors are open to business leaders, enabling them 
to sell the planning idea where it counts. 

Other Interested Groups 

The nature and purposes of the prospective 
planning program should also be discussed with 
offices for the aging, welfare departments, health 
and welfare councils, licensing agencies, and the 
like. Wherever possible, endorsements should bo 
obtained from these and similar organizations. 

The organisers of a local planning group should 
determine the objectives of the organisation, 
the relative importance of its various functions) 
and the phasing of various activities into its 
program. 

Prior to forming a local planning group, the 
organizers have to make some basic decisions 
about its objectives and activities. Will it em- 
phasize research? Should it be a vehicle for fund- 



rnising? How extensively should it engage in 
consultation? Will it concentrate on controlling 
construction? Should it function primarily as a 
public information medium? These are some of 
the questions that have to he answered. The 
decisions on these points will condition the nature 
of a planning organization's board and committee 
structure, sis well as the kind of professional staff 
that it ought to employ. 

The organizers should recognize that initially 
the council's most important joh is to sell the 
planning concept, Activities of the group should 
be focused on this goal rather than diverted into 
interesting, but extraneous, channels. 

Research 

All planning groups will need to engage in fact- 
finding or "applied" research which tends to be 
descriptive; helps to locate and define problems 
and clarify issues; and serves as a basis for forming 
judgments. "Basic" research which examines 
questions of a theoretical nature and attempts to 
develop widely gonerolizable conclusions should 
be avoided, at least during a planning group's 
initial years of operation. Preoccupation with 
this type of research can undermine a planning 
program by giving the agency an appearance of 
detachment from reality. It can also divert the 
attention and energies of its professional staff 
from concentrating on more immediate and 
practical problems. 

Fuiidraising 

If fundraising activities are to be undertaken 
at all, they should not be initiated until the agency 



has been operating for a number of years and has 
an accepted and going program. Joint fund- 
raising campaigns have by no means been uni- 
versally successful, and any attempt to couple 
this type of activity with a planning program 
should be viewed with extreme caution. In any 
case, fundraising should never bo undertaken in 
the absence of experienced staff or appropriate 
professional counsel. 

Consulting Functions 

Another question with which the organizers 
will have to deal is the extent to which an agency 
should serve as a consultant and advisor to indi- 
vidual facilities. While consultation will be a 
normal part of the process of guiding and in- 
fluencing individual institutions, the extent to 
which such consultation can be provided will 
depend on the availability of staff and the number 
of facilities in the particular planning region. 
While agencies in smaller regions can devote more 
time to individual counseling, they should avoid 
becoming, in effect, nonprofit consulting firms. 

Planning agencies will usually wish to provide 
the kind of advice which gives individual facilities 
a look at overall needs and helps them to see how 
they can best fit into the total community picture. 
For more specific advice on the details of its own 
future development within the framework of 
overall needs, however, each facility should be 
encouraged to employ a professional consultant 
to work with its trustees and administrative 
staff. 



DRAFTING A CONSTITUTION 



Independence 

While planning activities in a number of cities 
have been established within the- organizational 
framework of a hospital association or a health 
and welfare council, a planning agency should 
preferably be an independent organization. In- 
dependence avoids formal association with vested 
interests and preserves the group's objectivity in 
the public mind. It removes any question of the 
organization's ability to report directly to the 

4 



public without interference, and it helps the plan- 
ning group to build rapport with facilities ir- 
respective of existing organizational ties. 

Sequence of Events 

The organizers may proceed with the formal 
establishment of a planning group in a number of 
ways, They may choose to draw up a constitu- 
tion, or corporate charter, and subsequently select 
the initial board of directors, or they may first 



select prospective directors and work with them in 
drafting the constitution and formally establishing 
the agency. In a few instances, formal organi- 
zation has followed a comprehensive survey of 
health facility needs sponsored by a committee 
of leading citizens, 

The organizers customarily serve on the initial 
board of directors. Where the organizing group 
is small, however, it is advisable for them to 
appoint additional board members to provide 
broad and adequate public representation. 

The constitution of a voluntary local planning 
agency should be drafted with the aid of 
experienced legal counsel. It should contain 
provisions that will assure granting of non- 
profit status. 

Legal counsel should be secured to assist in 
drafting an agency's charter, or constitution. 
The lawyer or legal firm chosen to advise the 
organizing group should preferably have previous 
experience in helping nonprofit organizations to 
qualify for tax exemption. Appropriate legal 
advice will help to prevent difficulties in obtaining 
tax exempt status and will assure compliance with 
all applicable Federal, State, and local statutes. 

Tax Exemption 

The Internal Bevenue Service will carefully 
scrutinize the group's organizing documents and 
its manner or proposed manner of operations in 
determining whether it is entitled to tax exemp- 
tion for Federal income tax purposes. Every 
voluntary health facility planning agency should 



qualify under the appropriate provisions of Sec- 
tion 501 (c) (3) of the Internal Revenue Code which 
defines an exempt organization as follows: 

"Corporations, and any community chest, fund, or foun- 
dation, organized and operated exclusively for religious, 
charitable, scientific, . . . literary, or educational pur- 
poses, or for the prevention of cruelty to children or 
animals, no part of the net earnings of which inures to 
the benefit of any private shareholder or individual, no 
substantial part of the activities of which is carrying on 
propaganda, or otherwise attempting, to influence legisla- 
tion, and which does not participate in, or intervene in 
(including the publishing or distributing of statements), 
any political campaign on behalf of any candidate for 
public office." (26 U.S.C.A., 501.) 

All applicable wording of Section 501 (c) (3) 
should be included verbatim in the agency's 
organizing ducumonts. 

Contributions to organizations exempt from 
taxes under this section are generally tax deduc- 
tible under Section 170 of the Code. 

Provisions of the Constitution 

The constitution of a local planning agency 
should (1) state the organization's name, objec- 
tives, location, and area of jurisdiction; (2) pro- 
vide for the group's perpetual existence; (3) 
establish a board of directors empowered to make 
and alter the organization's bylaws; (4) prescribe 
the manner of appointment of the initial board 
of directors; (5) provide for the disposal of assets 
in the event that the organization is over dis- 
solved; and (6) prohibit the use or disposal of 
the agency's funds or other assets in a manner 
inconsistent with its nonprofit status. 



ORGANIZATIONAL STRUCTURE 



The board of directors should be composed of 
top lay and professional community leaders, a 
majority of whom are selected to represent the 
public. 

The board of directors should be limited to a 
reasonable and manageable size to prevent its 
becoming unwieldy as a policy-making mecha- 
nism. To keep the size of the board within 
bounds, no attempt should be made to provide 
representation for every possible interested group. 
Interested parties can best be given a voice in 
the planning- agency's activities through member- 
ship on advisory committees. 



Executive Committee 

The bylaws of the planning agency should pro- 
vide for the establishment of an executive com- 
mittee to act for the board of directors during 
intervals between board meetings. Usually this 
committee will include the board chairman and 
other officers plus one or two additional board 
members. 

The executive committee should be authorized 
to exercise all powers of the board except the 
power to adopt, amend, or repeal the bylaws. 
Actions of the executive committee should be 
subject to review by the full board. Minutes of 



executive committee meetings should be promptly 
forwarded Lo all directors. 



Selecting the Membership 

One method of selecting board members would 
bo to solicit nominations from business and labor 
organizations, loading local citizens, elected public 
officials, and community agencies concerned with 
health and welfare. 

Some planning agencies may wish to establish 
ox-ofttdo positions on their governing bodies for 
certain government officials and executives of 
professional organizations. 

Qualifications of Members 

Board members should have sufficient stature 
in the community to enhance and, perhaps, to 
assure acceptance of the planning agency's 
recommendations. 

While full-time professionals in the hospital and 
health fields may be included on the governing- 
body, a majority of board members should be 
appointed to represent the public. Board mem- 
bers should bo appointed because they are top 
community leaders and not necessarily because 
of any associations with hospitals or health. A 
board composed predominantly of influential 
community leaders will help to avoid the impres- 
sion thai the planning agency is dominated by 
vested interests. 

Selecting public representatives for places on 
the board is complicated by the fact that many 
top community loaders are also hospital trustees. 
A person serving as a trustee should not be dis- 
qualified ipso facto from being- appointed to the 
agency's board to represent the public. A trustee 
selected as a public member, however, should be 
a broad-gauge individual who will speak for the 
community rather than for a particular facility. 

An agency's bylaws should provide that the 
term of some fraction of board members tvill 
expire annually* The number of times that a 
board mejnltcr may be reclected should also be 
specified. 

The governing board of a voluntary planning 
agency should not be self-perpetuating. Directors 
should be required to step down after a speciHed 
number of terms to make way for new members. 
In order to provide continuity of leadership, 



however, the terms of all directors should not 
expire simultaneously. The retention of some 
experienced members will thus be assured. 

The expiration of the terms of office of the initial 
board members can be staggered by dividing them 
into several classes, each with terms expiring at a 
different time. When this device is employed, 
the membership of each class is usually determined 
by lot. 

Technical advisory committees should be estab- 
lished to provide the board of directors ivith 
adequate professional guidance. 

Appropriate committees should be established 
to guide the board of directors on matters requir- 
ing professional judgment. Committee members 
should be chosen primarily on the basis of profes- 
sional knowledge and status, A majority ol the 
members of each advisory committee should bo 
drawn from outside the ranks of the board, but at 
least one board member should serve on each 
committee. In this way, some board member will 
always be familiar with a particular committee's 
deliberations and prepared to interpret its profes- 
sional judgments to his colleagues. 

The executive director of the planning agency 
should also be a member ex officio of all advisory 
committees. Either he or the appropriate com- 
mittee chairman should insure that advisory 
committee recommendations are presented to tho 
agency's board of directors for necessary action. 

Types of Advisory Committees 

Some of the more important types of technical 
advisory committees that should be considered for 
establishment are discussed below; however, the 
exact nature of the committee structure and the 
types of committees to be formed are matters for 
local decision. Technical advisory committees 
should be formed only when they can make a, real 
contribution to the planning effort. 

Planning committee. A planning committee can 
review need estimates developed by the agency's 
staff. It can initiate surveys and special studies. 
Other useful functions which such a committee 
can perform are; review of proposed guidelines for 
health facility development, expansion, and mod- 
ernization within the region; and liaison with other 
planning activities within the region and with 
other health facility planning groups. 

Financing committee. A financing committee 
should help the planning agency to assess financial 



resources available for health facility construction 
and advise it on methods of developing new sources 
of funds to meet construction needs. This type of 
committee might also be used to advise the plan- 
ning agency on methods of financing its operating 
budget. Some agencies, however, will wish to 
leave this function exclusively in the hands of the 
board of directors. 

Other committees, A planning agency may wish 



to evaluate the desirability of establishing advisory 
bodies through which liaison can be maintained 
with the medical and nursing professions. Other 
possibly useful advisory committees might deal 
with education and training, financing indigent 
care, paramedical and technical personnel, hospital 
architecture, research, and related matters affect- 
ing the need and demand for hospitals and related 
health facilities. 



STAFFING THE PLANNING AGENCY 



A planning agency's staff requirements will de- 
pend on the nature and extent of its operating 
program. 

Most local planning organizations have begun 
with a skeleton staff consisting of the executive 
director and a secretary. As the planning program 
begins to take shape, additional personnel can be 
added as needed. The board of a newly organized 
planning agency may wish to consider borrowing 
a staff person from a state or local hospital associa- 
tion on a temporary basis to help in recruiting an 
executive director and to perform other interim 
duties. Although sometimes necessary as an ini- 
tial step, such sharing of staff should not be 
considered a permanent arrangement. 

Staff Specialization 

The size and degree of specialization of 
a planning agency's staff will depend largely 
on the scope of the organization's activities. A 
planning agency which expects to provide exten- 
sive consultation to individual facilities will 
require a considerably larger staff than one which 
confines its activities to estimating needs and 
examining the merits of particular construction 
proposals. 

The executive director of a voluntary planning 
agency should be selected primarily on the basis 
of leadership ability and organisational skills. 

Imagination and leadership ability are the most 
important qualifications for a planning agency's 
director. He should be capable of working with 



diverse interest groups and be able to develop an 
intimate knowledge of the community's "power 
structure." He should bo familiar with the hos- 
pital field and conversant with hospital prob- 
lems. Experience in community organization and 
planning is also desirable. While previous experi- 
ence specifically in health facility planning would 
be a definite advantage, it is not absolutely 
essential. 

When necessary, the new planning agency 
director can turn to a number of organizations for 
guidance in developing a planning program. 
These include existing local planning agencies, 
State Hill-Burton agencies, the American Hospital 
Association, and the Public Health Service, 

A statistical analyst employed by a planning 
agency should be selected on the basis of skill 
in developing and interpreting hospital data. 

Most planning agencies will wish to employ o, 
person with a background in the field of hospital 
statistics, although smaller agencies nmy find it 
more convenient and economical to borrow sta- 
tistical personnel from universities, Bluo Cross, or 
other organizations. In selecting apersonfor a sta- 
tistical position, the agency should regard knowl- 
edge of programing and data processing techniques 
as a secondary consideration. While helpful to a 
person in this position, data processing knowledge 
s not absolutely essential, especially since datai 
processing can usually best be done by contracting 
with a commercial firm or Blue Cross. A statis- 
tical analyst employed by a local planning agency 
should, therefore, be chosen primarily for insight 
and skill in developing, presenting, and interpreting 
health facility data. 



Architectural and engineering consultation and 
services are essential in the planning process. 



Architectural 'and engineering services will be 
needed by the planning organization at the time 
it initiates a program for evaluating the physical 
and functional adequacy of existing facilities. 
Usually this type of evaluation should not be 
undertaken until the agency has been operating 
for a year or more. 

Experience indicates that architectural and 
engineering services may be obtained in several 



ways. Some planning councils retain full-time 
paid architects and engineers for this service. 
Others have been successful in employing retired 
architects and engineers for the period of time 
necessary to cany out this important work. 
Still other councils have engaged private archi- 
tectural firms to conduct the evaluation. Whatever 
method is used, it is essential that the architects 
and engineers be knowledgeable in hospital plan- 
ning and that continuity and uniformity be 
maintained. If established, an architectural ad- 
visory committee should be utilized to provide 
periodic consultation and advice as necessary. 



FINANCING THE PLANNING AGENCY 



Voluntary planning agencies should look pri- 
marily to industry, labor, prepayment pkins, 
foundations, and private philanthropy as 
sources of continuing financial support. 

Every planning agency will be faced with the 
problem of developing adequate sources of local 
financial support for its operating program on a 
continuing basis. Experience indicates that in- 
dustrial contributors will probably provide a 
substantial proportion of the financial backing 
for voluntary planning agencies. Blue Cross and 
Blue Shield plans are also possible sources of 
fundsj and may be willing to contribute staff 
services. Other possible sources of financing 
include charitable foundations, medical societies, 
labor organizations, and hospital and related 
health facilities. 



Contributors should not be permitted to in- 
fluence agency decisions. 

Contributions to a planning agency should not 
give the donor a right to dictate or veto decisions 
of its board of directors, To preserve the board's 
independence, the agency's funds should not be 
provided predominantly or exclusively by hospi- 
tals and related health facilities. 



Federal Grants 

Federal demonstration grants available under 
the Hill-Burton program form another possible 
source of funds for areawide planning activities. 
The two types available are "seed" grants and 
grants to established planning agencies. 

Seed grants are awarded to State Hill-Burton 
agencies, hospital associations, prepayment plans, 
or other appropriate nonprofit groups to provide 
necessary financial support for stimulating interest 
in areawide planning and organizing aroawide 
planning councils. 

Grants to established planning groups are 
usually made for one or more of the following 
purposes: 

1. To provide financial support for the 
initial years of operating newly organized local 
planning agencies. 

2. To assist established areawide planning 
groups to expand the scope of their activities. 

3. To assist established areawide planning 
groups to expand their areas of jurisdiction. 
Application forms and additional information 

about demonstration grants for areawide planning 
can be obtained by writing to the Division of 
Hospital and Medical Facilities, Public Health 
Service, U.S. Department of Health, Education, 
and Welfare, Washington 25, D.C. 
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GEOGRAPHIC AREA SERVED 



The planning region served by a local planning 
agency should be logically and clearly defined. 
In some cases, the planning region should con- 
tain territory in more than one State. 

Each areawide planning agency should clearly 
define the population and geographic area encom- 
passed within its planning program. Initially, 
planning officials will usually have to delineate 
an agency's area of service on the basis of judg- 
ment and "feel" of the local situation. In doing 
this, fchoy should consult with the appropriate 
State Hill-Burton officials. If necessary, the 
boundaries of the planning region can be modified 
at a later time. 



In delineating an agency's planning region, its 
staff should take into account the economic and 
political cohcsivoness of the population and of 
local health facilities. Wherever possible, plan- 
ning agencies working in metropolitan areas should 
try to include the entire Standard Metropolitan 
Statistical Area as defined by the Bureau of the- 
Budget. 

The planning region of a local agency working 
in tin interstate area should include appropriate 
portions of each State. Care should bo exercised 
to insure that neighboring local planning regions 
do not overlap. 
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Chapter II 



Beginning To Function 



DEVELOPING PLANNING PRINCIPLES 



Broad principles and policies to govern con- 
struction should be adopted by an agency's 
board of directors, 

Planning agencies should immediately begin to 
develop principles and policies that will help in 
evaluating specific construction proposals and 
assist the staff in working with individual facilities. 
Such principles should bo designed to promote the 
establishment of necessary service programs and 
to encourage improvement in existing facilities 
and the construction of needed facilities. 

Naturally, the specific principles adopted will 
depend on the kinds of facilities a particular plan- 
ning group is trying to encourage. For instance, 
while a planning organization iu a large metropoli- 
tan region will generally wish to promote large, 
comprehensive hospitals, an agency planning for 
a predominantly rural area may be expected to 
adopt policies fostering development of high 
quality, accredited, but smaller tnid less extensive 
facilities. 

Jn order to evaluate early project proposals, 
initial policies should be adopted soon after an 
agency is formed. 

The adoption of initial planning principles to 
aid the agency j s board and staff does not have to 
await the collection and analysis of detailed data 
Goals and principles adopted initially, however 
will usually have to be fairly broad and general. 
As adequate data become available and as need 
estimates are developed, more definitive principles 
can and should be adopted. 

Dealing With Initial Construction Proposals 

When a new planning agency is established, 
some construction programs will already be under- 
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way or in an advanced stage of development. 
Consequently, new planning agencies will usually 
be called upon to evaluate construction proposals 
soon after being established and before they havo 
had sufficient time to collect data and establish 
long-term goals. Thus, the development of in- 
terim, initial criteria or planning principles will bo 
necessary. These principles should bo broad, 
emphasizing those things a project sponsor should 
do prior to initiating actual construction. 

For example, the principles adopted should be 
addressed to questions such as the following: 

1. Will the facility be operated in the public 
interest? 

2. Is it likely to qualify for accreditation 
by an appropriate group? 

3. Has adequate consideration been given 
to staffing and financing? 

4. Has the State Hill-Burton agency been 
consulted? 

5. Have appropriate city, county, or re- 
gional planning commissions been consulted? 

6. Have local health and welfare organiza- 
tions been consulted? 

7. Have other medical facilities which may 
be affected by the proposed project been 
consulted? 

8. Have the construction plans of such 
other facilities been taken into account? 

9. Has the project sponsor cooperated fully 
and freely with the areawide planning group? 

10. Is the size of the proposed facility 
adequate to promote economical occupancy 
rates? 

11. Does the range of proposed services 
appear to be adequate in relation to commu- 
nity resources and service programs? 



ESTABLISHING A TARGET DATE 



During the initial planning stage, it is important 
that selection bo made of a target date which is a 
future year for which needs are calculated and for 
which planning goals are established. Thus, pur- 
pose and direction will be given to planning. 

A target year should not be regarded as a point 
in time at which goals are achieved, needs are met, 
and planning stops. Instead, the target year is a 
time to pause, to evaluate performance, and to 
reassess needs. As the target year approaches, a 
new target date should be set and new goals 
established. 

A target date of 5 to 8 years should be estab- 
lished as a basis for calculating needs and for 
setting planning goals. 

The target date should be a year for which 
reliable population projections are available or can 
be conveniently developed. Population projec- 
tions are estimates of future population based on 



various assumptions about trends in births, deaths, 
and migration. They are frequently prepared by 
health departments on the basis of vital statistics, 
and by such groups as planning commissions, 
school boards, and chambers of commerce. 

Because population projections tend to decrease 
in accuracy in proportion to the length of the pro- 
jection period, the target date should be 5 to 8 
years in the future and never more than 10. 
This period of time provides adequate leadtime for 
the development of specific construction programs. 
A relatively short-range projection period helps 
reduce the errors that would be introduced into 
longer-range planning as a result of such factors as 
scientific advances, changes in medical practice, 
and the broadening of prepayment coverage. The 
ease with which short-range goals can be modified 
in the light of changing circumstances is an addi- 
tional advantage of a relatively short planning 
period. 



WORKING WITH FACILITIES 



The planning agency's staff should keep in 
touch tvith the real problems of hospitals and 
related institutions through formal and in- 
formal channels of communication. 

A planning agency's effectiveness is measured 
by its ability to influence the programs and con- 
struction activities of individual institutions. 
Acceptance of its advice is conditioned in part by 
(1) confidence on the part of administrators and 
trustees in the ability, fairness, and impartiality 
of the agency; and (2) the practicality and work- 
ability of the agency's suggestions and proposals. 

The establishment of these conditions requires 
the development of two-way communication be- 
tween the planners and individual facilities. 
Such contacts enable the agency to work closely 
with facilities and to advise them on the ever- 
changing needs for beds, facilities, and programs. 
In addition, they provide a mechanism through 
which the agency can keep in touch with pres- 



sures on individual facilities which may lead to 
proposals for expansion. Good communications 
also help the agency to gauge how receptive fa- 
cilities may be to specific planning proposals, 

Each hospital should be encouraged to estab- 
lish a planning committee to serve as a point of 
contact with the planning group, 

Planning groups should encourage each hospital 
to establish a planning committee to work with 
the agency's staff. The planning committee 
should be separate from any already existing com- 
mittee within the hospital. Its membership 
should be balanced among representatives of (1) 
administration, (2) trustees, and (3) medical staff. 
The planning committee should be a working 
group and should be held to a reasonable size. 
Each clinical department need not necessarily be 
represented. To ensure impartiality, the com- 
mittee's chairman should be a lay trustee. 
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Planning Committee Functions 

The hospital's planning committee is the ve- 
hicle through which the planning council and the 
individual facility seek ft meeting of minds. Its 
principal responsibility is to work out a future 
development plan for a facility in conjunction 
with aveawide planners. It should outline in 
general terms a development program for the 
facility in the light of community needs. 

The planning committee also serves as a mech- 
anism through which the results of surveys and 
special studies by the areawide planning staff can 
be interpreted to individual institutions. It is 
useful to the individual facility, in turn, as a place 
where differences with the planning agency can be 
resolved, and also serves as a vehicle through 
which the facility can transmit its own conception 
of present and future needs to the planning agency. 

Erich facility's planning committee should 
attempt to define the facility's aims for the 
target year. 

While some facilities will have well- thought- 
through master plans for their own future develop- 
ment, many will not have developed a long-range 
program. This void should be filled as soon as 
possible after the inception of a planning program. 
For this reason, each facility's planning committee 
should be encouraged to work with the area- 
wide planning staff in evaluating the facility's 
role in the community and in devising future goals. 
As part of this process, each facility should develop 
a written statement describing its present program, 
as well as its future needs and objectives. The 
outline of a facility's future program should be 
addressed to such questions as (1) What popula- 
tion and geographic area does the facility serve 
now, and what would it like to serve in the future? 
(2) What kinds of patient care services would it 
like to provide? (3) What kinds of research and 
educational activities would it like to carry on? 
Wherever possible, rough diagrams of space 
allocations for future construction, plot plans, and 
other pertinent material should also be included. 

The specific nature of the future goals outlined 
by a facility will, of course, be conditioned in part 
by its ability to staff and finance particular kinds 
of activities, but these should not be the only 
limiting factors. The planning agency should 
guide each facility's planning committee as it 
proceeds to outline the institution's prospective 
functions. The agency's staff should, wherever 
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necessary, call attention to proposed goals which 
appear to be inconsistent with community needs. 
Consideration should also be given to patient care 
programs which can be carried on more effectively 
or economically by other facilities or other 
community agencies. 

Value of Individual Planning Goals 

By encouraging facilities to formally state their 
future goals and to outline prospective programs, 
the planning agency helps to initiate long-range 
planning within each facility. In addition, this 
process helps administrators, trustees, and medical 
staff to understand the need for adequately con- 
sidering overall community needs when developing 
construction programs. It provides planning 
officials with a forecast of construction activities 
which, in some cases, will alert them to proposed, 
but ill-advised, construction projects. It also 
helps them to call attention to needed programs 
and services that are perhaps being neglected or 
receiving too little emphasis. Finally, it provides 
the agency with a knowledge of each facility's 
plans and desires, which is extremely important if 
the planning organization is to prevent expensive 
and unnecessary duplication of services and 
facilities. 

Written goals also provide a basis for evaluat- 
ing the degree of obsolescence and the potentiali- 
ties of existing physical plants. It should bo 
recognized that, on the basis of such an evaluation, 
some facilities' initially conceived goals may have 
to be modified. 

Areaivide planning groups should encourage 
each hospital to establish a utilization com- 
mittee, 

One of the functions of a planning organization 
is the promotion of administrative devices that 
will minimize the need for additional inpatient 
facilities. These may take the form of out-of- 
hospital services such as home-care programs, 
expanded outpatient services, and broader public 
health and preventive measures. Or they may 
involve the establishment of a hospital utilization 
committee. 

Role of the Utilization Committee 

Utilization committees examine patient records 
to determine the propriety of admissions and 
length of stay from the standpoint of medical 
judgment and need. They are usually composed 



of representatives of a hospital's medical staff. 
Wherever possible, it is also desirable that one or 
more physician members of a hospital's planning 
committee serve on the utilization committee as 
well. 

The functions of a utilization committee are 
neither punitive nor regulatory, nor is the utili- 
zation committee a vehicle for conducting research 
into the precise extent of "appropriate" or "in- 
appropriate" use of hospitals. Rather, the com- 
mittee is a device which, through factfinding and 
educational activities, helps practicing physicians 



to understand how their hospitalization practices 
affect the demand for inpatient facilities. By 
calling attention to questionable admissions and 
overlong stays, utilization committees can, per- 
haps, help to minimize the rate of use of inpatient 
facilities (i.e., patient days per unit of population). 
In this way, these committees may contribute to 
minimizing the demand for additional beds. 

While planning agencies should assist hospitals 
in establishing utilization committees, they should 
not participate directly in committee activities or 
attempt to influence deliberations (5). 



WORKING WITH GOVERNMENT AGENCIES 



State Hill-Burton agencies and local planning 
agencies should collaborate closely. Coopera- 
tion is important even in areas ichich have 
little or no priority for obtaining Hill-Burton 
funds. 

Under the Hill-Burton legislation, Federal 
funds are made available as grants or loans on a 
matching basis to nonprofit organizations and gov- 
ernmental units for the construction of hospitals 
and related medical facilities. The legislation 
requires that a single State agency be established 
in each State to administer the program. The 
State agency is responsible, among other things, 
for making an inventory of existing health fa- 
cilities, surveying the need for additional facilities, 
and developing a State Plan reflecting such needs. 
State Hill-Burton Plans usually divide a State 
into "service areas" and base priority for Hill- 
Burton aid on the extent to which existing fa- 
cilities and services meet the needs of each area. 

Similarity of Interest between 
State and Local Groups 

Both the State Hill-Burton agency and local 
planning groups have an interest in promoting 
good planning for health facility construction 
regardless of the source of capital funds. Both 
are responsible for encouraging sound planning 
by individual facilities and for insuring that 
independent construction programs are reason- 
ably related to each other. Consequently, every 
new areawide planning organization should estab- 
lish contact with the State Hill-Burton agency 



at the very beginning of the planning effort. 
Such groups should confer with Hill-Burton offi- 
cials and attempt to ascertain how a local council 
can best assist the State agency and how it can 
best ensure adequate, community-oriented plan- 
ning for construction projects in which Federal 
funds are not involved. 

Local planning groups should seek official 
recognition by the State Hill-Burton agency. 
Planning groups in interstate planning regions 
should seek the recognition of the Hill-Burton 
agency in each of the States involved. 

Recognition by the State Hill-Burton agency 
should be sought by all local planning groups. 
Such recognition by a legally constituted State 
planning authority will assist the local group in 
establishing stature in the area it serves and should 
assure close working relationships between the 
agencies. For example, a local planning group 
can work with State officials in developing and 
improving the portion of the State Plan relating 
to the geographic region which it covers. It 
can also provide advice regarding approval or 
disapproval of applications for Hill-Burton funds 
from facilities within the local area. 

Some States now require that, where a 
recognized local planning agency has been formed, 
applications for Hill-Burton assistance must first 
be submitted for consideration by the local group. 
Recognized local groups can also adviso State 
agencies on the relative merits of particular con- 
struction proposals within the same service area. 
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State Hill-Burton agencies should extend 
official recognition only to areawide planning 
groups meeting qualifications set by the State. 

While the makeup of a planning agency will 
vary from community to community, it is desirable 
that the agency be organized as nearly as possible 
in accordance with principles enunciated in the 
report, "Areawide Planning for Hospitals and 
Related Health Facilities." (4} Particular care 
should be exercised to insure that the local group 
has a competent staff, is qualified for tax exemp- 
tion, is not controlled or dominated by any one or 
more professional groups, and that it has respon- 
sibility for developing a program for a logical 
planning region. 

The staff of a local planning agency should 
understand hoiv the Hill-Burton program 
ivorks, 

Initially, the staff of a newly organized areawide 
planning agency should become thoroughly fa- 
miliar with the operations of the Hill-Burton pro- 
gram. Specifically, the local staff should 
understand how the State Hill-Burton agency 
determines needs and the basis on which service 
areas are delineated in the State Plan. Local 
planning officials should know what kinds of data 
are required for the State Plan, how these data 
are collected, and how they are employed. They 
should also become familiar with the mechanics of 
making an application for Hill-Burton funds and 
the technical details of how funds are allocated. 

State and Local Cooperation 

Once orientation with Hill-Burton is achieved, 
a whole range of mutually advantageous relation- 
ships can be developed between local planning 
councils and State Hill-Burton agencies. Among 
other things, local organizations will frequently be 
in a position to provide the State Hill-Burton 
agency with needed information. They can serve 
as advisers on the development of the State Plans 
and provide advice on the allocation of Federal 
funds to applicants within the local region. 

Frequently, the data developed by local 
planning organizations through special studies 
and through their regular data collection programs 
will be especially useful to State Hill-Burton 
agencies. This is particularly true of patient 
origin information and studies of hospital 
obsolescence. 
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Local planning groups should become familiar 
with government-operated care and treatment 
programs, including programs for purchasing 
care from private and nonprofit facilities, 

While State Hill-Burton agencies are the govern- 
ment units most obviously interested in hospital 
planning, other government agencies also have 
considerable interest. Federal, State, and local 
government are all involved in operating hospitals 
and purchasing care. Most State governments 
license hospitals, nursing homes, and related facili- 
ties. Some States have their own construction 
grant programs, and there are numerous programs 
for financing hospital construction through special 
districts and authorities! as well as with county, 
municipal, and other forms of local governmental 
aid. 

Initially, a local planning group's staff should 
become acquainted with the above-mentioned 
programs. A special effort should also bo made 
to learn about State mental health programs, 
welfare programs, and programs for the care of 
the aging. The staff should also "become familiar 
with licensing statutes and regulations, Tho 
State Hill-Burton agency can materially nssisb 
the local planning agency to develop liaison with 
other governmental organizations. 

Local health facility planning officials should 
become familiar with the role and functions of 
other local planning bodies ivhere these exist. 

Many metropolitan areas have city, county, or 
regional planning commissions. These organiza- 
tions estimate future population changes and plan 
for required municipal services such as streets, 
transportation, and sewage disposal. They also 
develop zoning regulations and propose legislation 
designed to influence patterns of metropolitan 
growth. 

Local health facility planners should know the 
people in their own particular city, county, or 
regional planning department. They should learn 
what information such organizations can provide 
and should acquaint the city planners with the 
functions of the health facility planning group. 
At later planning stages, they should work closely 
with the local planning department to ensure that 
official local or regional development plans give 
appropriate consideration both to the needs of 
health facilities and to the need for health facilities. 



Chapter III 



A planning group should be the custodian of a 
large body of comprehensive health facility data. 
Significant tabulations should be compiled, inter- 
preted, and reported to facilities regularly, and 
other information should bo readily recoverable 
for use as needed in particular situations. 

Possession of data gives the planning staff a 
basis for working with individual facilities to help 
them balance out their own needs and desires with 
the needs of the total region. Further, data col- 
lected by a planning group help to locate, define, 
and measure the extent of problems and provide a 
common base of knowledge to guide policy devel- 
opment. Tempered with intelligence, experience, 
and judgment, these data also help administrators 
trustees, and planners to recognize available 



courses of action and to make wise choices among 
alternatives. 

In addition, data collection involves individual 
facilities directly in the planning process. Being 
noncontroversial, it gives planning officials and 
hospital officials a chance to know each other under 
favorable circumstances. It also serves as a 
training device for members of the planning 
staff (6), 

Data collection usually takes place in three 
stages: (1) assembling existing data; (2) survey- 
ing all facilities; and (3) establishing mechanisms 
for periodic reporting of information on a regular, 
current, and uniform basis. As the planning pro- 
gram progresses, special studies may bo required 
from time to time to supply needed data not other- 
wise available. 



ASSEMBLING EXISTING DATA 



As an initial step in planning, all pertinent and 
readily available data on facilities, physicians, 
and population should be assembled. 

Readily available information on past trends in 
beds, services, programs, and occupancy frequently 
reveals conditions which can be cited in selling the 
need for coordinated planning to the community 
as well as to owners, administrators, and trustees 
of facilities. Recognition of these conditions also 
helps to establish broad goals for the planning 
effort. Some trends, such as the extent of prepay- 
ment coverage and changes in the organization of 
care, are important indicators of possible future 
demand for facilities. 



Other Hospital and Medical Data 

Certain existing data are needed to plan a sur- 
vey and to present and evaluate the results. 
For example, names and addresses of facilities are 
needed before a survey can take place. Informa- 
tion on licensure, accreditation, size, and owner- 
ship of each facility is needed, among other things, 
to classify data in preparing statistical tabula- 
tions and to assist in evaluating specific project 
proposals. In addition, data consisting of each 
physician's principal office address, hospital staff 
appointments, specialty, type of practice, and 
educational qualifications are needed in tabulating 
and analyzing patterns of referral to hospitals. 
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Population and Related Data 

Population estimates and projections are re- 
quired for preparing estimates of future areawidc 
needs, and information on zoning, transportation, 
and community development is useful in planning; 
the distribution of facilities and services. 

When assembling existing data, planning 
officials should ascertain the use for which 
they were originally intended and appraise 
their reliability. 

Sometimes data collected for one purpose are 
entirely useless for another; therefore, when col- 



lecting existing information, planning- agencies 
should find out how it was obtained, what it 
means, and how it was intended to bo used. 

For example, before using a published inventory 
of hospital beds in a community, the agency staff 
should attempt to find out how the information 
was compiled. Are the figures based on a square- 
foot standard? If so, what standards were 
used? Do the figures reflect a physical count of 
beds? Aro they based on unverified replies to 
questionnaires? When was the information com- 
piled? The answers to such queries will furnish 
insight into the reliability and further usefulness 
of existing data. 



SOURCES OF EXISTING DATA 



Sources of existing data include published 
material, government agencies, prepayment 
plans, and other organizations, 

A number of governmental and nongovern- 
mental agencies and organizations routinely col- 
lect-, analyze, and periodically publish data on 
health facilities. All such sources should be ex- 
plored by the local planning agency as a moans of 
determining tlie additional data to be collected 
and guarding against the collection of informa- 
tion already available on a routine basis. 

State Hill-Burton Agencies 

In addition to advice and consultation, State 
Hill-Burton agencies should be able to provide 
considerable statistical information. State Hill- 
Burton Plans governing use of Federal funds for 
hospital and medical facility construction will 
ordinarily be available for inspection at State 
agency offices. Some States may have extra 
copies of the State Plan which they can. furnish to 
local planning agencies. 

State Hill-Burton Plans include an inventory of 
facilities showing for each the number of suitable 
and unsuitable beds, the annual numbers of 
patient days, and the average annual occupancy 
rate. They also contain maps of service areas, 
estimates of bed needs, and a listing of the relative 
need of each area within the State, 

State Hill-Burton agencies collect data for in- 
clusion in the State Plan which, in some cases, 
may be used by new local planning agencies as 
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an immediately available source of information 
on health facilities. Figures compiled from past 
State Hill-Burton Plans should also prove to bo a 
principal source of trend data. 

In addition to providing statistical information, 
examination of the State Plan and contact with 
State Hill-Burton officials will give a planning 
agency staff an opportunity to become familiar 
with policies governing Hill-Burton grants within 
the State. 

State Licensing Agencies 

Agencies of State government which license 
hospitals and related health facilities should also 
be requested to furnish necessary information. 
All planners should be familiar with State licensing 
laws and regulations. In addition to copies of 
these, State licensing agencies may also be able 
to supply information on each facility's classi- 
fication and type of license. 

In many States, the State Hill-Burton agency is 
also responsible for licensure. In some States it 
shares this function with other government 
agencies, and in a few States, the Hill-Burton 
agency has no licensing function. Other agencies 
of State government which frequently have some 
licensing responsibilities include Mental Health or 
Hygiene Departments and Welfare Departments. 

Other Government Agencies 

Local planning commissions, zoning boards, and 
the like should be consulted for information on 



possible community development. State and 
local health departments should be requested to 
supply pertinent information on the prevalence 

of illness. 

Publications 

Guide issue of " Hospitals" , The guide issue of 
"Hospitals" magazine, published annually in 
August, contains data on individual facilities 
with respect to capacity, services, average occu- 
pancy, operating expenses, and other items. 

Because of differences in reporting periods and 
other technical considerations, data presented in 
the guide issue may not be identical with corre- 
sponding data in State Hill-Burton Plans and other 
official sources. Furthermore, not all hospitals 
are listed in the guide issue. 

Medical societies and directories. Data on the 
hospital stafl! appointments and qualifications of 
physicians can be compiled from the Directory of 
Medical Specialists (7), the American Medical 
Directoiy (8), directories of local medical and 
osteopathic associations, and hospital medical 
staff lists. Information on every physician in 
the country is maintained on punch cards by the 
American Medical Association. This material 
covers both member and nonmenber physicians. 
The American Osteopathic Association maintains 
similar data on every osteopath. 

Population Data 

Population data can generally be obtained from 
a variety of sources. The best-known of these 
is the U.S. Bureau of the Census. The Bureau 
conducts the regular decennial census and also 
makes numerous special censuses during the 
intervening years. 



State and local health departments are fre- 
quently excellent sources of detailed population 
estimates and projections for municipalities and 
metropolitan areas. In developing such informa- 
tion, health departments use their extensive reser- 
voir of birth and death statistics. Other sources 
which should ba consulted for population data 
include regional planning commissions; school 
boards; chambers of commerce; power, telephone, 
and gas utilities; and water and sewer commissions. 
Church groups arc also possible sources of popula- 
tion data, since they occasionally sponsor private 
censuses of local population. 

If appropriate population figures arc not readily 
available from the above sources, planning 
agencies can develop their own estimates and 
projections. 

Other Sources of Health Facility Information 

Other information may be obtained from propny- 
ment plans, hospital and nursing homo associ- 
ations, and tho Joint Commission on Accreditation 
of Hospitals (9), In areas with a high propor- 
tion of Blue Cross coverage, examination of claims 
data may provide some indication of patterns of 
hospital usage. Trends in prepayment coverage 
and costs of care may also be indicative of possible 
changes in future demand for institutional and 
out-of- hospital health services. 

The typos of data available from hospital and 
nursing home associations will vary widely. 
Planning agencies should consult with these or- 
ganizations to determine the nature, extent, and 
usefulness of the information that they can 
provide. Tn addition, the accreditation status of 
each facility should bo determined by contacting 
tho Joint Commission. 



CONDUCTING AN INITIAL AREAWIDE SURVEY 



When existing data have been assembled, an 
initial area-wide survey should be conducted to 
provide current, uniform, and detailed data 
about facilities. 

Experience indicates that local planning agencies 
will greatly benefit from a comprehensive survej^ 
of health facilities in the planning region and that, 
at some point in the planning process, such a 
survey will become necessary. 



Technical Benefits 

A survey facilitates the collection of complete 
and uniform data. It enables planners to fill in 
gaps in existing knowledge and provides informa- 
tion sufficiently detailed for use in planning, In 
addition, the uniformity of survey data permits 
planners to make comparisons between individual 
facilities. 
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Organizational and Administrative Benefits 

Facts developed in a comprehensive survey help 
to gain support for a planning effort and provide 
a basis for guiding and influencing facilities' 
construction plans. The definitive knowledge of 
capacities, capabilities, and potentialities of health 
facilities provided through a survey gives indi- 
vidual institutions an incentive to actively seek a 
planning agency's advice. This is one way in 
which planning agencies can develop opportunities 
to provide effective leadership. 

At the inception of the planning process, some 
facilities may have misgivings about developing 
future construction plans in conjunction with 
planners, who are not accountable for facility 
operation. Properly handled, a survey can help 
to develop more constructive attitudes by build- 
ing mutual trust between planning agency staffs 
and the sponsors and managers of facilities, 
A survey enables planners and participating 
facilities to work together and assists planning 
agencies to gain greater insight into the problems 
of individual institutions. In this way, a survey 
helps to develop rapport between facilities and 
planners and creates an atmosphere in which 
they can develop a constructive partnership in 
working toward common goals. 

Planning groups sh ould set definite and limited 
objectives for the initial health facility survey. 

Experience indicates that the initial survey 
should be limited to a detailed inventory of existing 
facilities, services, and programs and a descrip- 
tion of patterns of usage by both patients and 
physicians. Generally speaking, it should avoid 
questions about manpower, staffing costs, quality 
of care, reimbursement formulas, or any matter 
relating to the internal management and operation 
of facilities. If needed, data of this nature can 
be acquired later through special studies. 

On the other hand, much of the information 
assembled through an initial survey will not be 
useful until the planning staff reaches the stage 
of working with individual facilities on their 
specific development programs. For this reason, 
within the limits of time and staff capabilities, 
it is usually best to assemble as much relevant 
information as possible initially, at one time and 
from all facilities, to anticipate later needs. 

An initial health facility survey should obtain 
data useful in building support/or theplanning 
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effort; in providing an inventory of existing 
facilities, services, and programs; and in de- 
scribing and evaluating the significance of 
patterns of usage by physicians and patients. 

Several types of information can be obtained 
which are useful in helping to develop support for 
comprehensive health facility planning in tlui 
region. These include data on individual and 
aggregate construction plans of all institutions; tlui 
magnitude of total proposed expenditures for con- 
struction; the nature of existing coordinated rela- 
tionships among facilities; and the extent of 
uneven, uneconomical, or inappropriate use of 
facilities. When measured against community 
needs and resources, these data can be used to 
demonstrate how economics can bo effected 
through better planning. 

Developing an Inventory of 
Facilities and Services 

Data compiled from an initial survey should 
show the number, type, and distribution of bods, 
services, and programs. Such an inventory can 
be used to determine the availability of services 
in the community, to locate possible unnecessary 
duplication, and to discover gaps and deficiencies 
in service. Inventory data also provide a base 
point from which progress can bo measured as 
planning proceeds. 

Patterns of Hospital Usage 

The initial survey should assemble data on 
patients' residence and on physicians' patterns of 
patient referral to hospitals. This can be done 
by collecting information showing the three-way 
link between physicians, patients, and hospitals oil 
the same survey source document. These data 
will help hospitals to see the need for working 
with other hospitals and for developing adminis- 
trative devices which will minimise the demand for 
additional facilities. They also will help planning 
agencies to offer guidance to hospitals developing 
construction programs. 

Patient origin data show which hospitals are 
important to the residents of particular segments 
of the planning region and which geographic 
areas are important contributors to the patient 
load of each hospital. This kind of information 
frequently ia useful for showing hospitals that 
future development can best be planned in rela- 
tion to a particular population. In many cases, 



patient origin data will also show hospitals that 
they share with nearby hospitals the role of pro- 
viding care for the residents of particular areas. 
Information on physicians' patterns of hospital 
admission is particularly important and would not 
ho available in the absence of a survey. Almost all 
expansion in hospital beds reflects the desires of 
physicians for bed facilities to accommodate their 
patients. Information on patient referrals to hos- 
pitals by each physician will show each hospital 
what proportion of its medical staff admits patients 
to other hospitals arid what proportion of its 
staff's patients are admitted to other hospitals. 
Data of this nature should never be made 
public or reported to hospitals in a manner which 
identifies individual physicians. 

Hospitals, after analyzing such data, will 
realise that they share with other hospitals the 
task of meeting the total bed demands of staff 
physicians. Such data can also be used to show 
what proportion of a facility's medical staff refers 
patients wholly or primarily to it, and what pro- 
portion uses the facility principally for overflow 
when other hospitals are full. Knowledge of 
physicians' patterns of patient admissions to hos- 
pitals will also help to show facilities contemplat- 
ing' construction how, .over the short-run, bed 
expansion may affect their occupancy and the 
occupancy of other facilities through transfer of 
patient referrals by physicians holding multiple 
stafT appointments. 

Survey questionnaires should be reviewed in 
advance by processing and tabulating 
specialists, 

Review of questionnaires by data processing 
specialists is essential to assure ease in reviewing 
and handling completed survey forms and to en- 
sure that proposed tabulations can be readily 
made with the typo of data processing equipment 
to be used. 

Examples of suggested survey questionnaires 
and tabulations, together with a discussion of 
many generally applicable principles relating to 
forms-design and survey techniques, are included 
in appendixes I and II, This material, however, 
should be regarded as illustrative only and should 
not be used without critical review of its ap- 
plicability to particular local circumstances. 



Survey data should be obtained from all 

facilities regardless of ownership. 

In regions sufficiently large to justify the crea- 
tion of a planning agency, it will generally bo 
found that facilities are so diverse with respect to 
size, location, ownership, and population served 
that no one of them (or small sample) can properly 
he regarded as representative of the whole. In 
addition, to be of value, patient origin data must 
ho obtained from substantially all facilities. 

An initial survey should, therefore, cover all 
typos of facilities governmental and nongovern- 
mental; long-term and short-term; general and 
special; inpatient and outpatient. 

Medical societies, fnedical record librarians, 
administrators, and representatives of other 
interested or affected groups should be in- 
volved early in the process of developing a 
survey's format, organisation, and timetable. 

An initial aroawide health facility survey will 
involve considerable work and expense on the 
part of hospitals and related facilities. At the 
outset, steps should be taken to insure their 
understanding and approval of survey objectives. 
Careful attention to these matters will help to 
secure the widest possible participation. 

Liaison with interested groups can be estab- 
lished either through special committees estab- 
lished for the purpose of working with the planning 
agency in developing and conducting the survey, 
or through appropriate standing committees of 
institutional and professional organizations. 
These groups should be involved early in the proc- 
ess of developing a survey's format, organization, 
and timetable, and at later stages, they should be 
consulted on data analysis. 

Review Committees 

Proposed survey questionnaires should bo re- 
viewed by committees representing hospital ad- 
ministrators, physicians, and medical record 
librarians. Forms to be used in surveying long- 
term care facilities should be reviewed by nursing 
home administrators. 

The purposes of establishing such review com- 
mittees are (1) to insure that questions are clear 
and appropriate; (2) to insure that desired infor- 
mation is readily available; and (3) to ascertain 
whether proposed questions are fully acceptable to 
all professional groups. 
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Review of proposed questionnaires by medical 
record librarians is particularly important since 
they arc; the group most familiar with record- 
keeping procedures and the availability of data. 
Record librarians will also be called upon to do 
most of the actual work of completing survey 
questionnaires. 

Acceptance and understanding of survey and 
planning goals by the medical profession will 
materially enhance the effectiveness of an areawide 
planning effort. Involvement of physicians in 
the planning process by requesting their advice 
and consultation in the development of survey 
forms and, to the extent possible, requesting their 
assistance in the analysis of data, can demonstrate 
how medical practice and professional judgment 
affect the quantity, quality, distribution, and cost 
of health facilities. 

Proposed survey questionnaires should be field- 
tested prior to final adoption. 

Survey forms should be pretested once they 
have been developed and approved in preliminary 
form. A few representative facilities should be" 
asked to complete a small number of the tentative 
questionnaires and to report any difficulties to the 
planning agency. Observed deficiencies should be 
corrected before questionnaires arc finally adopted. 

Hospital administrators and medical record 
departments should receive adequate advance 
notice of a proposed survey. 

All administrators should be informed of the 
purposes of the initial survey, its content, and 
other pertinent matters such as the confidential 
treatment of information regarding individual 
facilities and individual patients. This may be 
done through form letters, meetings, and in smaller 
planning regions by telephone. Information dis- 
seminated through these devices should also cover 



the background and sponsorship of the survey 
and planning effort. If administrators are confi- 
dent of the impartial and broadly representative 
nature of the planning group, they will more 
readily agree to participate in the survey. 

In planning regions which include large num- 
bers of institutions, a reply card for the admin- 
istrator's signature should be enclosed with mailed 
notices to verify receipt. 

Consideration should be given to sending ti 
letter to each administrator for transmittal to 
the head of his medical record department. Such 
a letter would describe survey questionnaires in 
detail, discuss other technical information, und 
indicate deadlines for submission of data. Experi- 
ence indicates that notification of medical record 
departments in advance of a survey helps thorn 
to prepare for the additional workload and stimu- 
lates accurate reporting. The possibility of hold- 
ing an informational meeting with medical record 
librarians prior to a survey should also bo con- 
sidered. 

Survey data, together with an interpretation, 
should be supplied to facilities as soon as 
possible after tabulation and analysis. 

Facilities will not cooperate indefinitely with a 
planning agency's data collection program unless 
they see some tangible results. Tabulations 
should therefore be reported to facilities as quickly 
as possible after the completion of a regional sur- 
vey. Reports should be accompanied by a short 
and simple interpretation of each table, If 
possible, a few sentences calling attention to 
significant points should accompany oach table. 
Any tabulation requiring greater explanation is 
too complicated and should bo simplified. 

All tabulations should be elated and should 
show the source of the information. This is 
usually done with a footnote on each table. 



PERIODIC REPORTING 



After tin initial survey has been completed and 
the data analysed, continuing data collection 
mechanisms should be established. 

Regularized data collection procedures will 
enable a planning agency to keep survey and other 
data up to date on a continuous basis. Properly 
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conceived, such regular reporting will keep plan- 
ners in touch with events as they occur and 
minimize the reporting costs to hospitals. 

Continuous reporting procedures should also 
be established to enable planning agencies to 
assemble needed data which are unavailable from 



post hospital records and which cannot be de- 
veloped adequately through a brief initial survey. 
In addition, periodic reporting of data on a 
regular basis can help planning agencies to em- 
phasize that planning is a continuing process, 
which consists, in part, of remaining alert to signif- 
icant trends in order to initiate appropriate 
action. 

Types of Regularly Reported Data 

Daily occupancy reports. Arrangements should 
be made for the regular collection of data needed 
to calculate daily occupancy by clinical service both 
for individual facilities and all facilities combined. 
Detailed daily records of patient census and bed 
complement for past periods are frequently 
unobtainable from hospitals. Consequently 
these data must be built up from current experi- 
ence. 

To obtain daily, uniform, and detailed occupancy 
information, planning agencies will first have 
to work with hospitals to gain agreement on the 
number of beds to be counted as part of each 
clinical service. Hospitals should then be re- 
quested to submit copies of their midnight census 
reports to the planning agency. These should 
bo submitted on a weekly or monthly basis. 
Hospitals should also bo asked to report major 
changes in bed complement as they occur. 

Occupancy data of this nature can be arranged 
to show the number of beds occupied nil of the 
time, some of the time and, perhaps, the number 
never occupied. In addition to showing the 
range of occupancy variation over a period of 
time, these data will show the frequency with 
which peaks and lows occur and whether occu- 
pancy generally reaches high or low points 
simultaneously in all hospitals. 

Daily occupancy information can frequently 
be used to demonstrate that higher average occu- 
pancy rates are possible for short-term, acute 
facilities. It can also help to call a hospital's 
attention to situations in which more economical 
utilization can be achieved tlu'ough administra- 
tive action, such as closure or conversion to other 
uses of low occupancy nursing units; reduction in 



the number of beds in small, segregated, clinical 
departments; development among nearby hospi- 
tals of coordinated relationships designed to 
lessen fluctuations in occupancy; and better 
management of waiting lists (10, 11, 12), 

These data are also useful in mapping differ- 
ences in occupancy pressures in major clinical 
services in various parts of a planning region. 
This will help to identify metropolitan area needs 
for additional general hospital bods by typo of 
service (IS). These data are also needed to aid 
in gaining agreement on desirable occupancy rates 
as planning goals. 

Medical staff appointments and physicians' 
guali/lcations. Planning agencies should main- 
tain a record of every hospital's medical staff 
showing the name, qualifications, privileges, and 
type of practice of each staff physician. Arrange- 
ments should be made for annual reporting by 
each hospital of new medical staff appointments 
and changes in physicians' privileges. 

Individual hospitals rarely, if ever, have a 
complete picture of their staff members' other 
affiliations. As previously noted, pressures for 
new hospital construction are usually built up as 
a result of physicians' need for readily available 
facilities for their patients. Information on tlio 
proportion of physicians on each hospital's staff 
who hold single or multiple affiliations is conse- 
quently an important indicator of possible drives 
for new construction. 

Medical staff lists can also help planning 
agencies to advise sponsors who are planning 
construction projects. Data on the facility's 
medical staff, or the kind of staff it would like to 
have, can be used in determining needed capacity 
as well as the nature of services to "bo provided, 
There is considerable reason to believe that in a 
given hospital the average length of stay and the 
range of services patients use will depend, in part, 
on the training and qualifications of staff physi- 
cians. Therefore, such information as the ratio 
of specialists to nonspecialists, surgeons to other 
physicians, and board-qualified and certified men 
to total medical staff assumes considerable im- 
portance in planning. Some of these data also 
provide an index of quality of care. 
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Chapter IV 



Estimating Needs 



FACTORS AFFECTING NEED ESTIMATES 



An estimate of bed needs is important as a guide 
to planning officials and to individual facilities, 
but need calculation should not be the central 
goal of the entire planning effort. The number of 
beds needed will depend, in part, on programs of a 
social nature which provide alternatives to insti- 
tutionalization. Since the effects of such pro- 
grains must receive consideration, patient services 
of various kinds should be planned first and bed 
needs established later. Once decisions have been 
reached on the types of services to be provided in 
the planning region, these can be taken into ac- 
count in the calculation of inpatient bed needs. 

The Need Equation 

The following method of calculating inpatient 
bed need is suggested : 



Projected annual patient 
days in the target year 

36SX average annual 
occupancy goal 



= Number of beds needed 



The number of patient days divided by 365 
equals the average daily census, which is the aver- 
age number of patients on a given day. Dividing 
average census by the expected average occupancy 
for the target year takes into account the addi- 
tional beds needed to accommodate fluctuations 
in occupancy from day to day. 

In the case of general hospitals, it is recom- 
mended that needs for medical-surgical, obstetrical 
and pediatric beds be calculated separately and 
then added to obtain total bed need. 
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Considerable judgment will be required in 
selecting the numbers to bo entered in the need 
equation. Some of the considerations aro dis- 
cussed below. 

Occupancy goals for health facilities within a 
planning region must be established before bed 
needs are calculated, 

One factor that will materially affect the cal- 
culation of bed needs is the average occupancy 
rate at which facilities may be expected to operate. 
Planning agencies should establish a goal for av- 
erage annual occupancy for each type of facility 
and for medical-surgical, obstetrical, and pediatric 
departments in general hospitals. These oc- 
cupancy goals, rather than existing occupancy 
rates, should be used in the determination of bed 
needs. 

Occupancy goals should bo set at the highest rate 
considered desirable and consistent with economi- 
cal operation for the particular typo of facility or 
unit in question. While statistical data may be 
helpful, occupancy goals will most likely be set on 
the basis of expert opinion. 

While the national average occupancy rate for 
non-Federal, general hospitals is about 75 percent, 
this rate should not necessarily be accepted as 
normal or desirable. Occupancy goals for medi- 
cal-surgical departments should perhaps be sot at 
85 to 90 percent or more because of the control 
which can be exercised over elective admissions and 
the variety of conditions that may be treated in 
these types of beds. 



Lower average occupancy for obstetrical and 
pecliatric units and for small psychiatric depart- 
ments will have to bo accepted because of the 
relatively small size of the units, the uncontrolla- 
ble variations in demand which occur throughout 
the year, and the restrictions on the types of pa- 
tients who are permitted to occupy beds in these 
specialized departments. 

As a general rule, smaller hospitals show a 
lower average occupancy than larger facilities. 
Communities with many small hospitals should, 
therefore, be prepared to accept a lower overall 
community rate of occupancy for a considerable 
period of time. They should, however, establish 
future occupancy goals that provide for consolida- 
tion of smaller hospitals into larger, more fully 
utilized facilities. 

Calculating Patient Days 

Perhaps the most obvious factor affecting bed 
need is the number of patient days of service 
that will arise. Patient days may be calculated 
in a number of ways as indicated below. 

Patient-clays = Admission rate X population X average 
stay, or 

= Annual admissions X average stay, or 

= Use rate X population 

Admission rate = Annual admissions/unit of population 
Average stay Patient days/admission 
Admissions = Admission rntG X population 
Use rate = Annual patient days/unit of population 

From the above, it can bo seen that admission 
rate, average stay, and population are the chief 
determinants of the number of patient days of 
service required. It is well known that popula- 
tion size is determined by births, deaths, and net 
migration, all of which are taken into account 
in any reliable population projection. But what 



factors influence length of stay and admissions? 
A long list could probably be compiled. The 
supply of physicians, the supply of beds, the 
extent of prepayment coverage, the economic and 
educational level of the population, and the 
current state of medical knowledge and medical 
practice are only a few of the factors that have 
been suggested. 

Planning agencies will find that they have to 
make certain assumptions about future trends in 
length of stay and admission rates and take these 
into account, along with population projections, 
in estimating the number of patient days for the 
target year. In fact, some planning policies may 
actually promote changes in these factors. For 
example, preventive programs help to keep people 
from requiring hospitaliantion while home care 
programs and the presence of adequate long-term 
facilities help to reduce hospital use. 

Developing a Series of Need Projections 

Planning agencies should consider developing a 
series of need projections, each based on different 
assumptions about population, admissions, and 
length of stay in the target year. Such projections 
can be useful since the determination of future 
need is still an imprecise art which, in the last 
analysis, rests largely on experience and judgment. 
This does not mean that reasonable estimates of 
need cannot be calculated and that mathematical 
calculations should be discarded. Instead, it 
means that informed judgment should be exorcised 
in making the assumptions reflected in the figures 
substituted in the need equation, and further, that 
need expressed as a range of possibilities is probably 
more realistic and more useful than a single need 
figure. 



ILLUSTRATIVE NEED CALCULATION 



Calculating general hospital bed needs is a basic 
tool in matching areawide resources to needs, 

The following sections of this chapter contain an 
illustrative calculation of bed need for a hypo- 
thetical planning region with a target-year popu- 
lation of about 250,000. The example makes use 
of assumed figures which in actual practice would 
be obtained from health departments, hospitals, 
and related medical facilities. While an attempt 
has been made to use realistic figures in the illus- 



tration, one should not assume that the need 
figures derived in the example will apply to any 
actual planning region with a quarter-million 
population. 

The example illustrates one method of calcu- 
lating need. For didactic purposes it carries out 
the calculations in considerable detail. In working 
out bed needs for an actual planning region, more 
or less detail can be used depending on the 
availability and quality of statistics pertaining to 
the particular area. 
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Step I Calculating Total Projected Pat lent 
Days 

The initial step in projecting the number of 
short-term, general hospital beds needed in the 
target year is a calculation of the expected total 
annual number of patient days, This is equal to 
the sum of projected patient days for each of the 
population's age and sex groupings. The number 
of projected patient days for each age and sex 
group may be derived by substituting the appro- 
priate data in the following equation. 



Projected popu- Current pa- Projected pa- 

lation in thou- tiont clays tiontdaysin 

sands for the X per thou- = the target 
target year sand popu- year 

lation 



The figures on population and use rate are given 
in the example. In actual practice, ttiese statistics 
would have to be obtained from local sources. 



Calculating Total Projected Patient Days 



Age group 
Males: 
A. Under 
B. 15-24_ 


15 


Projtcte 
populntit 
in thousai 
for target y 

41. 


A 
w 
ids 
ear 

9 
2 
7 
8 
15 
5 


X 
X 

X 
X 
X 
X 


Present 
patient days 
per thousand 
population 

315. 1 = 
745. 8 = 
60S. 7 = 
1,366.7 = 
1, 920. 4 = 
1, 945. 1 = 


Projected 
patient days 
in target 
near 

13, 203 
12, 082 
22, 847 
32, 527 
10, 754 
4,863 


Totals 
96, 270 

112,432 

20R. 70S 
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C. 
D. 

E. 
F. 

G. 

H. 

I. 
J. 
K. 
L. 

M. 

N. 
O. 


25-44. 




32 


45-64, 




23 


05-74_ 




g 


7fi + ._ 




2 




Total projected natient dn-vs for males 








11, 

19, 
41, 
25, 
9, 

o, 


215 
254 
077 
248 
481 
157 


Females: 
Under 15,-. . 


40 


9 

7 
5 
7 
3 
2 


X 
X 
X 
X 
X 
X 


1, 
1, 
1, 
1, 

1, 


274, 
029. 
125. 
022. 
504. 
924. 


2 = 
= 
4 = 

rt . 

9 = 


15-24. 
25-44, 
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45-04_ 




24 


65-74 




75 + .. 








Total projected patient days for females - 










Total projected patient days (line G+linc N)_ 















Step II Calculating Projected Patient Days 
for Major Clinical Services 

The number of projected patient days for modi- 
call and surgical, pediatric, and obstetrical patients 
can now be calculated. Projected obstetrical and 
pediatric days are calculated individually from 
known data and subtracted from total projected 
patient days (line "0", Step I) to obtain the pro- 
jected number of patient days from medical and 
surgical cases. 

1. Calculating Projected Obstetrical Patient 
Days 



Projected 

obstetrical 
patient days 


Average length 
= of stay per X 
delivery 


Projected num- 
ber of deliveries 



A. Projected number of females 1 5-44, in 

thousands (Stop I, line I + line J.) =55. 2 



B. Current deliveries per 1,000 f (similes 15-44 
(Obstained from Health Departments or 
calculated from other available data.)... =96. 



C. Projected annual number of deliveries 

(Step II, line A X line B.) =5,277.0 



D. Current number of hospital days per deliv- 
ery (Data obtained either from Health 
Departments, or directly from hospitals. 
Use figures pertaining to local facilities 
only.) __ =4. 5 



E, Projected obstetrical patient days (Step II, 

line C X line D.) = 23, 747. 



24 



2. Calculating Projected Pediatric Patient Days 



Projected 
podiatric pa- 
tient days 


Projected pa- 
tient clays for 
males under 15 
(Step I, line A) 


Projected pa- 
tient days for 
females under 15 
(Step I, line H) 



F. Projected pediatric patient days=13,203-h 

11,215 =24,418 

3. Calculating Projected Medical and Surgical 
Patient Days 



Projected Total projected Sum of pro- 

medical and patient days jectedobstetri- 

surgical pa- ,, ,.. , cal and podiafc- 
,. , , = (Step I. line O) , ,. , , 

tient days ric patient days 

(Step II, line E 
plus line P) 



G. Projected medical and surgical patient 

208,708-48,166 ..... ___________ =100, 543 



Step III Calculating Projected Average Daily 
Census 

The following equation can be used to calculate 
projected average daily census; 



Projected 


Projected 


Number 


average daily 


= patient days 


-s- of days 


census 




in year 



A. Projected medical and 

surgical average daily 
census 

B. Projected pedintrie aver- 

ago daily census 

C. Projected obstetrical 

average daily census - 



Projected 
patient days 
(see step If) 



1 CO, 54S 

24, 418 
23, 747 



Average 
daily 
census 



305 = 439.8 
365 = 66. 
365 = 65. 1 



Step IV Calculating Projected Bed Need 

Assume thut the planning agency has recom- 
mended the following occupancy goal: 



Medical and surgical beds, 
Pediiitrie beds 

Obstetrical beds 



Percent 
occupancy 

85 

75 
75 



The equation below will then yield the number 
of beds needed. 



Projected 
bed need 



___ Average 
daily census 



Ocoupaiiey goal 



A. Medical and surgical. 

B. Pediatric 

C. Obstetrical 



Projected 

average 

daily 

census 

(see step III) 

439. 8 -t- . 86 = 517 

60. -+- . 75 = 89 
65. 1 -*- . 75 = 87 



Number 

Occupancy ofbeds 
goal needed 



D. Total short-term, general beds needed in the 

planning region = G93 



DETERMINING THE NEED FOR LONG-TERM FACILITIES 



The need for long-term beds should bo cal- 
culated on the basis of the size of the population 
that ivill be 65 years of age or older in the target 
year and on an occupancy goal of 95 percent or 
higher, 

The same basic equation used for calculating 
short-term, acute bed need may be employed to 
determine the number of long-term beds required. 
The occupancy goal chosen for long-term bods, 
however, should be 95 percent or higher, and the 
number of patient days projected for the target 
year should be determined on the basis of the 
population 65 years of ago and older. 

Because of the prolonged length of stay associ- 
ated with chronic illness, long-term facilities. 



unlike general hospitals, are not characterized by 
wide day-to-day fluctuations in occupancy. As 
a result, average occupancy in nursing homes and 
other long-term facilities is usually rather high. 
In addition, the need for long-term facilities is 
particularly related to the older segments of the 
population, since the vast preponderance of chronic 
illness occurs in the older age groups. 

Wide variations occur from. State to State and 
within States with respect to the proportion of the 
total population represented by the aged. There- 
fore, figures used in calculating the projected 
number of long-term patient days should be based 
solely on population data relating to the aged 
population in the particular planning region, 
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Step V Calculating Basic Long-Term Bed 
Needs 

The ratio of persons receiving care in existing 
long-term facilities to the population 65 years of 
age and older should be determined as an initial 
step in calculating long-term bed needs. The 
magnitude of the present institutional population 
can usually be found in health department and/or 
welfare department statistics. 

To continue the example, assume that appropri- 
ate data have shown that the present patient 
population of long-term care facilities represents 
5 percent of the 65-and-over age group. While 
the calculation shown below is based on the con- 
tinuation of present patterns of service, planning 



officials should recognize that possible changes in 
the financing of care may bring about substantial 
changes in the demand for long-term beds. 

/. Determining the Long-Term Average Daily 
Census 



Projected 
population 
OS and aver 
(see step /) 



Long-term 

patients* Aiwafft 
population daily 

05 and over census 



A . Long-term average daily 

census = 17,600 X 0. OS = 880 

2, Determining the Number of Long-Term 
Beds Needed 



B. Long-term beds needed. . 



Long-term 

average 
daily census 

= 880 



Desirable Long-term 
occupancy beds 
rale needed 



0. 95 



925 



REDUCING SHORT-TERM FACILITY NEED 



Planning agencies should promote treatment 
programs and patterns of care which will 
minimise the need for additional short-term 
facilities. 

A growing body of opinion maintains that some 
long-stay patients now customarily receiving care 
in general hospitals can be cared for adequately 
and at less cost per diem in long-term facilities. 
Planning agencies should, therefore, investigate 
possibilities for reducing short-term bed need by 
providing more nursing homes, chronic disease 
hospitals, and convalescent units. They may also 
wish to promote the development of home care, 
homemaker services, and other programs which 
may help to prevent or minimize the need for 
institutioimlization. 

Guidelines for coordinated planning of long- 
term care facilities have been provided in the 
report of a Joint Committee of the American 
Hospital Association and the Public Health Serv- 
ice, "Areawide Planning of Facilities for Long- 
Term Treatment and Care" (14). 

One method of adjusting need calculations to 
reflect better balance between long- and short- 
term facilities is illustrated in the succeeding 
sections of this chapter. 

A medical evaluation of long-stay patients in 
general hospitals is needed to determine the 
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extent to which additional long-term facilities 
can help to reduce short-term bed need, 

Before basic long- and short-term bod needs 
can be further refined, a medical evaluation of a 
sample of long-stay patients in general hospitals 
should he conducted. Such an evaluation of in- 
patient population should be designed to deter- 
mine the annual number of patient days by which 
the current load in general hospitals could bo 
reduced if more long-term care facilities were to 
be made available. A parallel study should also 
be made to determine how many nursing homo 
patients actually require care of the level usually 
provided only in a general hospital. 

Planning agencies should work closely with med- 
ical societies, leaders of the medical profession 
and hospitals' utilization committees to develop 
detailed procedures for conducting such medical 
evaluations. As a general rule, these investiga- 
tions should seek answers to the following questions 
with respect to long-stay general hospital patients: 

1. How many long-stay patients require 
only convalescent or palliative care, and for 
how long? 

2. How many long-stay patients appear to 
require permanent institutionalization? 

3. On the average, what portion of the 
general hospital stay of patients who might be 
treated in alternative facilities is attributable 
to actual need for acute treatment? 



ADJUSTING FOR LONG-TERM NEEDS 



If a medical evaluation of long~stay general 
hospital patients shows that a reduction in 
average length of stay is possible, the basic 
long' and short-term bed needs calculatedfor 
the target year should be revised to promote a 
better balance between these types of facilities. 

Whenever a medical evaluation of inpatient 
population shows that a significant proportion of 
the patient days in general hospitals is caused by 
long-stay patients requiring extended care of a 
less intensive nature, basic need calculations 
should be revised to provide for more long-term 
and fewer short-term beds. 

Step VT -Recalculating the Number of Short- 
Term Beds Needed 

Assume for the sake of illustration that such 
an evaluation of long-stay patients has been 
conducted and shows that 10 percent of the 
medical-surgical and pediatric patient days in the 
hypothetical planning region's general hospitals 
represents service to patients who could be cared 
for equally well in long-term facilities. Assume 
further that long-stay maternity cases are negli- 
gible. Given these facts, the possible reduction 
in general hospital bed needs can be calculated 
as follows: 

1. Recalculating Projected Short-Term, Acute 
Patient Days 



A. Medical and sur- 

gical 

B. Pediatric 



Projected Percentage Revised pro- 
patient attribut- jecteit short- 
days able to term patient 
(from step II) acute care days 


= ICO, 543 X 
= 24, 418 X 


0.90 = 
.90 = 


144, 4S9 
21, 976 



2. Recalculating Projected Short-Term, Acute 
Average Daily Census 



C. Medical and surgical-- 

D. Pediatric 







Revised 


Revised pro- 




projetted 


jected StlOTt- 


Days 


average 


term -patient 


In 


daily 


days 


year 


census 


144,489 -H 


365 


= 396 


21, 976 H- 


365 


= 60 



3. Recalculating Projected Short-Term, Acute 
Bed Need 



E. Medical and surgical 


Revised 
projected 
overage 
daily 
census 

396 -t- 

60 -f- 


Deairable 
occupancy 
rate 

0.85 = 

,75 = 


Reulattl 
short- 
term 
bed 
need 

460 
80 


G. Obstetrical. (See step 
IV.) 






._ 87 



H. Revised number of 
short-term, acute 
beds needed 



633 



The need previously 
hospitals was G93 beds. 
633 beds, indicates that 
needed if other types of 
percent of the patient 
number of long-term beds 
patients formerly treated 
now be computed. 



calculated for general 
The revised need figure, 

60 fewer beds will be 
facilities can absorb 10 

days. The additional 
needed to accommodate 
in general hospitals can 



Step VII- 
Bed Need 



-Calculating Additional Long-Term 



Since the number of beds needed for short-term 
care has now been reduced, some of the patient 
days formerly programed for general hospitals 
will have to be accommodated in nursing homes 
or other long-term facilities. From Step VI, it 
is apparent that additional long-term beds will 
be needed for 18,496 patient days (0.10X[24,418 
pediatric days +160,543 medical and surgical 
days]). The number of additional long-term 
beds needed is calculated below. 

jf . Calculating the Additional Long-Term Aver- 
age Daily Census 



Additional 

long-term 

patient 

days 



frt 
years 



A, Additional long-term 
average daily census. 



18, 490 -+- 305 = 



Additional 

long-term 

average 

daily 

census 



51 



27 



2. Calculating the Additional Number of Long- 
Term Beds Needed 

Additional 

long-tarn Addition-til 

average Desirable long-term 

dally occupancy beds 

census rate needed 

~B, Additional long-term 

beds needed = 51 -s- 0. 95 = 54 

C, Basic long-term bed 

need . (Step V, 

Line B.) 920 



D. Revised number of 
long-term beds that 
are needed 



.. 080 



Significant savings in construction costs are 
possible as a result of reducing the need for 
general hospitals by encouraging construction 
of adequate long-term facilities. 

At first glance the net loss of six beds (i.e., 60 
fewer short-term and 54 additional long-term) 
may not seem to yield sufficient savings to make 
the foregoing adjustment worthwhile. This, how- 
ever, is not necessarily the case. The dollar 
saving in construction costs brought about by 
building GO fewer general beds is calculated below, 
assuming that a modern facility of this type con- 



tains approximately 700 square foot per bed and 
costs approximately $29 per square foot. 

60 bods X 700 ft/bed=42,000 ft s of general hospital 

space eliminated. 

$29 per ftX42,000 ft=$l,218,000 saving on general 
hospital beds. 

The additional expense entailed in the construc- 
tion of 54 additional nursing homo bods may be 
similarly calculated, assuming in this case 500 
square feet per bed and a cost of $22 per square 
foot. 



54 bedsX500 ft/bcd = 27,OOQ ft 2 of additional space 
needed in long-term facilities. 

$22 per ft'XST.OOO ft a = $604,000 cost of additional 
long-term care beds. 



Saving on general beds 

Cost of additional long-term beds. 

Net saving to the community 



.-.= $1,218,000 
_.,=. -594, 000 

.= 024,000 

In the hypothetical planning region used in this 
illustration (population 256,000) the saving in 
construction costs amounts to $2.44 for every man, 
woman, and child. Assuming a 25-year deprecia- 
tion period, the community saves approximately 
$2S,000 annually in depreciation charges. 



OTHER TYPES OF FACILITIES 



Planning agencies should give adequate atten- 
tion to determining needs for mental and other 
types of facilities, 

The need for mental, tuberculosis, rehabilita- 
tion, and other specialized facilities cannot be 
determined with as groat a degree of accuracy as 
can the need for general hospitals. Need for 
facilities devoted to single disease problems can 
change radically as the result of unforeseen circum- 
stances, such as development of effective pre- 
ventive measures, new methods of treatment, and 
changing patterns of cars and financing. 

Planning agencies may wish to employ pro- 
jected patient days and desirable occupancy rates 
in determining the need for these types of facilities. 
On the other hand, the agency may choose only 
to promulgate minimum standards regarding 
facility size, location, comprehensiveness of treat- 
ment program, and other factors against which it 
can evaluate the merits of specific project proposals. 
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Psychiatric Facilities 

The range of psychiatric services available at tho 
community level needs to be increased in many 
parts of the country. This is especially true of 
services geared to tho early diagnosis and intensive 
treatment of mental illness. While most inpatient 
psychiatric care is provided through State-oper- 
ated mental hospital systems, local planning 
agencies can do much to promote more adequate 
psychiatric services. They can encourage the 
establishment of outpatient clinics, psychiatric 
nursing homes, short-term mental units in general 
hospitals, and facilities for aftercare such as half- 
way houses and foster homes. 

Local planning agencies should work closely with 
State mental health and mental hospital officials to 
develop indices of need. This will entail gathering 
extensive information from public and private 
psychiatric facilities including, perhaps, those for 
the mentally retarded. 



Patient data should include diagnosis, prognosis, 
and degree of security necessary. A special effort 
should be made to determine how many patients, 
especially older seniles, could bo treated more 
appropriately in smaller decentralized units than 
in traditional, large, State mental institutions. 
An attempt should also be made to assemble 
data on the number of persons, normally residing 
in the planning region, who are currently receiving 
care in State and other mental hospitals. 

In addition, an inventory of all local psychiatric 
facilities and services should be made. Informa- 
tion should be secured on mental patients receiving 
care in general hospitals and other local facilities. 
Particular effort should be made to establish the 
number of patients being treated in hospitals and 
clinics on an outpatient basis who would benefit 
from more intensive inpatient care. 

Such special studies will assist local planning 
agencies to determine the need for and feasibility 
of additional community facilities for the diagnosis 
and treatment of mental illness, and the advisa- 
bility of developing long-term psychiatric facilities 
to serve the planning region. 

In developing programs for mental facilities, 
planning agencies should be guided by principles 
enunciated in the reports, "Planning of Facilities 
for Mental Health Services" (IS) and "Action for 



Mental Health" (16). In neither report was there 
a recommendation for construction of mental 
hospitals exceeding 1,000 beds. They also recom- 
mend wider geographic dispersion of mental health 
services especially those for early diagnosis and 
treatment. State governments and local planning 
agencies should work together to implement the 
recommendations contained in these two authori- 
tative reports. 

Tuberculosis and Rehabilitation Facilities 

In planning for the development of comprehen- 
sive health services and facilities within the area, 
the planning agency will encounter special prob- 
lems with regard to tuberculosis hospitals and 
rehabilitation facilities. These have been studied 
by two ad hoc committees whoso reports will pro- 
vide planning agencies with guidelines for the inte- 
gration of these specialized services and facilities 
into the total complex of health facility planning. 
The rehabilitation report is available as "Area- 
wide Planning of Facilities for Rehabili tation 
Services," PHS Publication No. 930-B-2 (17). 
The report o the committee studying tuberculosis 
hospitals, "Areawide Planning of Facilities for 
Tuberculosis Services," (IS) is expected to be 
published in the fall of 1963. 
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Chapter V 



Later Planning Activities 



SERVICE AREA DELINEATION 



Consideration should be given to the need for 
creating a number of service areas within the 
planning region. 

Many planning agencies, especially those cover- 
ing a large geographic area, will find that their 
work will be facilitated by dividing the planning 
region into sub-areas or "service areas." Such 
areas should be considered as groups of people 
and territory for which coordinated facilities and 
services should be planned. 

A number of planning groups have found thai 
dividing a large region into smaller areas for 
planning purposes assists them in several ways. 
It helps^theni to think in terms of smaller units of 
population, smaller aggregations of facilities, and 
shorter distances and to insure that all sogmonts 
of the region receive adequate attention, Service 
areas also help to call the attention of individual 
facilities to the importance of c'ooixllimtiii"; their 
programs with other institutions wilhiu tlm area. 

Official Definition 

A service area is defined as follows in the U.S. 
Public Health Service IlogiilaLioiw: 

"The geographic territory from which patients 
come or are expected to coino to existing or pro- 
posed hospital or medical facilities, the delineation 
of which is based on such factors as population 
distribution, natural geographic boundaries, and 
transportation and trade patterns, and all parts 
of which are reasonably accessible to existing or 
proposed hospital or medical facilities." (1Q) 
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Defining Service Area Boundaries 

Patient origin data are particularly useful in 
defining service area boundaries. As a first stop, 
this typo of data should be shown on a map for 
each hospital. Patient origin for H particular 
facility may be represented either by dots on the 
map or by numbers entered in the appropriate 
census tracts, postal zones, or study areas, as the 
case may bo. 

The planning agency should send each hospital 
a copy of its patient origin map. The agency 
should then bring together those hospitals which 
appear to serve substantially the same territory. 
It should explain to them how multi-hospital 
service areas relate to the coordination of pro- 
graming and work with them in defining area 
boundaries. Once a local planning group has 
agreed on service area boundaries, it should work 
with State Hill-Burton officials to secure adoption 
of these areas for use in the State Plan. 

Criteria for Delineating Service Areas 

Each service area should moot the following 
requirements: 

1. It should conform to the definition of an 
area established for purposes of the Hill-Burton 
program. 

2. It should contain a present or projected 
population sufficient to support a hospital of at 
least the minimum size adopted by the agency 
for its region. (While opinion varies, the 



minimum size for a general hospital in metro- 
politan areas should probably be 150 to 200 
beds.) 

3. It should include territory for which 
population estimates and projections are regu- 



larly available or for which such data can 
readily be prepared. 

4. It should be delineated in such a manner 
that each major existing hospital will servo the 
area in which it is located. 



ARCHITECTURAL EVALUATION 



Architectural evaluation of existing facilities 
is an important step in the planning process. 
This should be .undertaken objectively by the plan- 
ning agency to provide a brief initial inventory 
of the physical plants. Later, individual hospitals 
will submit a complete feasibility survey and more 
detailed architectural and engineering data to 
support their final proposals before initiating 
construction. 

The initial evaluation will assist the planning 
agency to assess the acceptability of existing 
facilities from the standpoint of their present 
and prospective future programs and to determine 
their potentialities for modernisation and 
expansion . 

Obsolescence is one of the most critical prob- 
lems facing the nation's hospitals today. Archi- 
tectural evaluation of these facilities is, therefore, 
important as a measure of the nature and extent 
of physical deficiencies. Among other things, 
such an evaluation helps to determine: (1) the 
suitability of existing plants on the basis of physi- 
cal and functional factors; (2) whether a particu- 
lar hospital's expressed future plans are realistic 
in relation to the existing plant; (3) the need for 
individual hospitals to revise their future construc- 
tion and modernization programs if these appear 
to be unrealistic either because of excessive cost 
or technical problems; and (4) which existing 
hospitals should be replaced, 

Architectural evaluation should not be under- 
taken too soon after the agency has been 
formed. 

In no case should a planning group attempt 
to conduct an architectural study during its first 
year of operation, As a general rule, it is not 
desirable to initiate a program of physical plant 
evaluation until the agency has: 



1. Collected all pertinent existing data and 
developed an up-to-date inventory of all types 
of facilities. 

2. Developed estimates of need for bods 
and services irrespective of the condition of 
existing facilities. 

3. Invited hospitals to submit proposals 
for their own future development. 

4. Reviewed theso proposals in relation to 
community needs and the aggregate construc- 
tion and modernization plans of all facilities. 



Architectural evaluations should be used to 
note deficiencies, but should not produce a 
theoretical modernization program for par- 
ticular facilities. 

Some planning groups have conducted archi- 
tectural evaluations with architectural and engi- 
neering personnel employed directly by the agency. 
In other cases, agencies have employed an archi- 
tectural firm on a contract bnsia. 

The importance of the professional qualifications 
of evaluation, team members cannot bo over- 
emphasized. Many of the team's decisions and 
conclusions will be influenced by professional 
judgment. The evaluation team should bo made 
up of architects and engineers with a broad back- 
ground in hospital planning and design. Other 
persons with special competencies should bo in- 
cluded in the evaluation team as needed. The 
hospital administrator, maintenance engineer, and 
other staff members who can contribute pertinent 
information slwmld bo asked to accompany the 
team and assist it during the evaluation. 

The team should not attempt to draw up a 
theoretical modernization program for a facility, 
but rather should make a factual report on the 



architectural and functional deficiencies in rela- 
tion to its present bed and service program. 
Fire, health, find general safety hazards should 
be noted as well as deficiencies in functional 
arrangement, size of areas, and other physical 
characteristics affecting its future operation. The 
details of a modernization program for a particular 



facility should be developed by the facility and 
its own architect and submitted to the planning 
agency for approval prior to commencing work. 
Procedures for conducting architectural evalua- 
tions are presently being field-tested and will bo 
described in a future Public .Health Service 
publication, 



EDUCATIONAL ACTIVITIES 



Local planning agencies should acquaint health 
facilities with the wide range of financial re- 
sources available for health facility construc- 
tion, 

Local planning agencies should, wherever neces- 
sary, seek to encourage use of nil the financial 
resources available for health facility construction. 
While a major share of the cost of health facility 
construction will probably be borne by the local 
community in most instances, local planning 
officials should apprise facilities and the public of 
the availability of assistance from various govern- 
ment programs. 

Federal funds are available for construction of 
particular types of facilities through the Hill- 
Burton program and the Health Research Facili- 
ties Program administered by the Public Health 
Service. Limited aid is available under the Public 
Facility Loans Program, and the Advances for 
Public Works Planning Program and the College 
Housing Loan Program, administered by the 
Housing and Home Finance Agency. In addition, 
there are several Federal programs providing loans 
for proprietary facilities. 

Many States have statutes which in one way or 
another help to provide financial aid for the con- 
struction, expansion and/or modernization of 
hospitals and related facilities. Included among 
these statutes are laws authorizing (1) the estab- 
lishment of hospital districts; (2) laws providing 
for State grants; (3) laws authorizing leases of 
facilities constructed with public funds for opera- 
tion by nonprofit groups; and (4) laws authorizing 



counties and municipalities to construct public 
hospitals or in various ways to aid nonprofit 
facilities serving their residents. 

Planning groups should acquaint facilities and 
the public with planning goals and community 

needs, 

Education and persuasion are also important 
activities through which local planning groups can 
influence construction, Their broad and detailed 
knowledge of regional needs, existing facilities and 
resources, programs and patterns of usage should 
be particularly effective in helping project sponsors 
to develop desirable construction programs. 

In addition, educational activities should bo 
carried on by the planning agency as a moans of 
encouraging needed construction. Among other 
things, a planning agency's educational program 
should; 

1. Seek to stimulate philanthropic giving 
through the publication of planning goals 
emphasizing the long-run savings in construc- 
tion cost which may result if they are achieved. 

2. Encourage the owners of existing short- 
term facilities not eligible for modernization or 
replacement to consider sponsoring much-needed 
alternative typos of health facilities. 

^ 3. Appeal to recognized charitable organi- 
zations to consider building and operating 
facilities other than general hospitals. 

4. Encourage general hospitals to under- 
take broadened care and treatment programs. 
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IMPLEMENTATION 



Implementation of a plan or program is a con- 
tinuing process, beginning tvith the formation 
of the planning agency and accompanying all 
stages of operation. 

One of the most difficult tasks which planning 
agencies will face is that of implementing 
recommendations for the future development of 
health facilities in the plannirig region. Success- 
ful action to carry out planning recommendations 
will depend upon the extent to which the planning 
agency has gained and kept public support and 
confidence and the cooperation of health facilities, 
State authorities, and others concerned with health 
programs. 

The building of confidence in the planning 
agency and support for its program is inherent in 
many of the activities described in this document. 



Consequently, implementation of planning de- 
cisions has not been discussed as a separate sub- 
ject. Implementation begins with the first effort 
to secure tho understanding and support of health 
facilities, physicians, health and welfare groups, 
and other organizations. Atlatcr stages, speeches, 
forums, and press coverage help to apprise the 
public of the planning effort and to develop 
community interest. Throughout the life of the 
planning agency, continuing education of the 
public and the health (ield helps to gain agreement 
on planning goals and to develop public awareness 
and support. Above till, however, success of a 
planning effort will depend largely on the ability 
of the planning agency to work with facilities and 
to assist them in developing workable programs 
which effectively meet both the needs of the 
individual facility and the needs of the community. 
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Appendix I 



Suggested Survey Questionnaires 



One of the initial problems facing a local plan- 
ning agency is the development of data collection 
questionnaires Tor use in an initial areawide 
survey. This appendix contains four illustrative 
survey schedules; (1) Hospital Information; (2) 
Inpaticnt Information ; (3) Outpatient Informa- 
tion; and (4) Long-Term Care Facility Informa- 
tion. These forms have been developed as 
examples only. While they have been field- 
tested, they should not be adopted for actual use 
without first being subjected to the local review 
and clearance procedures recommended in Chapter 
III of this manual. 

The illustrative questionnaires incorporate a 
number of design features which should be noted 
by those planning to conduct an areawide survey. 
These special features and other matters relating' 
to the design and use of the suggested forms are 
discussed below. The questionnaires appear on 
pages 38-53. 



Special Features of the Questionnaires 

Simplicity. A number of simplifying devices 
have been incorporated in (he survey schedules to 
make the submission of data easier for reporting 
facilities. First, all instructions appear directly 
on tlio questionnaires eliminating separate (and 
sometimes confusing) instruction sheets. In addi- 
tion, the survey deadline, (he return address, and 
tho survey staff's telephone number appear at 
the beginning of each questionnaire. Blank 
lines in the masthead of tho illustrative forms show 
where this information would be printed in actual 
practice. 

II, should also bo noted that fcho schedules are 
designed for easy completion. Most questions 
require making only a single entry on a blank line 



or checking an appropriate box. The "yes" and 

"no" format of the check-box type questions re- 
quires that one box be checked for each item. In 
this way, if a question is accidentally overlooked 
and loft blank, it can be tabulated as "not re- 
ported" rather than "no." The instruction to 
"Complete all items" in blank-line typo questions 
also helps to distinguish between omissions and 
negative responses. 

Another simplifying device is the facility num- 
ber. This is an individual identification number 
assigned to ench facility by the planning agency. 
The survey stall' should print or stomp a facility's 
identification number in the space provided before 
forms are mailed or delivered for completion. In 
tins way, caeli participating facility is relieved of 
the task of entering its name on every survey 
document. 13y adding extra digits to the identi- 
fication number, this device can also be used to 
indicate a facility's location, type of ownership, 
and accreditation status, and to code other data 
derived from published sources. 

Tkc, Jorm number. The form number space is 
provided on the inpatienfc and outpatient ques- 
tionnaires for tho purpose of entering an individual 
identification number on each hospital's completed 
survey forms. II' a given hospital were to return, 
say, '100 hipationt forms, these would be numbered 
consecutively from J to 400. Outpatient forms 
returned by tho same facility would bo numbered 
in the same way, also beginning with 1, DYtrm 
numboi-s should bo entered by the survey staff as 
soon as completed questionnaires are received. 

This procedure furnishes a count of the survey 
documents completed and tbo number of patients 
covered. Tho form number also provides a con- 
venient method of linking a particular question- 
naire with its cor responding punch card. The 
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inclusion of the form number on both the punch 
card and its source document facilitates the re- 
placement of lost or mutilated cards. It is also 
useful in insuring that a card is punched for each 
completed questionnaire. 

The detachable strip. Another important fea- 
ture of the inpatient and outpatient question- 
naires is the detachable strip at the very top of 
the page. It contains a space for entering the 
patient's name and chart number. In actual 
practice, the pnge would be perforated where the 
dotted line appears on the printed illustrative foran. 
Since different parts of the questionnaires may 
have to be completed by different offices within 
the hospital, it is important for hospital personnel 
to be able to identify each form with a particular 
patient. When all information has been entered, 
patient identification is no longer needed and the 
perforated strip can be detached before returning 
the completed questionnaire to the survey staff 
For tabulation. This procedure prevents dis- 
closure of patient's identity. 

Collecting Information on Physicians 

Question J on the inpatient questionnaire is 
provided for the purpose of identifying the pa- 
tient's physician. This can be done in a number 
of ways. Either the physician's name or his Blue 
Cross physician's code number ca:i be entered in 
the space provided. The latter procedure is rec- 
ommended since use of the code number will 
eliminate problems resulting from illegible hand- 
writing and the confusion that may occur if two 
or more physicians should happen to have the 
same name. 

A space is provided at the top of the inpatient 
information questionnaire for entering additional 
coded information about, the physician. This 
data would be inserted by the survey staff and 
may include information on the physician's age, 
sex, specialty, number of hospital connections, 
place of residence and location of principal office. 
This type of data is usually readily available 
from published sources. 

Methods of Collecting Data on Patient Origin 
and Physician Location 

Telephone prefix areas, postal zones, census 
tracts, special study areas, and political boundaries 
have all been used by hospital surveys in the past 
as devices for recording patient residence. 
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Each of these methods has advantages and 
disadvantages which may make one or another 
preferable depending on the extent of the region 
to be surveyed, the total number of patients likely 
to be covered, the amount of time available, the 
size of the survey staff, and the amount of money 
available to the planning agency. 

Census tracts, In general, collecting patient 
origin data in a manner that can be tabulated by 
census tract will prove to be the most satisfactory 
way of gathering patient origin information. 
The illustrative questionnaires have been act up 
to accommodate this method. The employment 
of census tracts makes possible the tabulation of 
residence information according to small geo- 
graphic units for which current population esti- 
mates and projections are available or can readily 
be developed. 

The use of census tracts requires the reporting 
of a street address for each patient. This docs 
not, however, jeopardize patient anonymity since 
an exact house number is not needed. The 
number of the block in which the patient's resi- 
dence is located is sufficient to assign an address 
to a tract. 

The appropriate census tract should be deter- 
mined from reported data by the survey staff. 
They will have to use a census tract directory in 
assigning each address to its proper tract. The 
number of the census tract should then be entered 
in the space provided. This space is located in 
the right-hand portion of the masthead in both the 
inpatient and outpatient questionnaires. 

At this point, perhaps, a review of other methods 
of gathering patient origin information is in order 
since each of these may bo useful in some situations. 

Telephone prefix areas. Telephone exchange 
areas have several advantages. They cover the 
entire inhabited territory of any region. All 
physician's offices and most patients' homos have 
telephones. Hospitals invariably have records of 
physicians' and patients' telephone numbers, 
Anonymity of patients can be preserved since ad- 
dresses need not be reported and the telephone 
exchange can be recorded quickly and easily. 

Among the disadvantages associated with this 
method of obtaining residence data is the fact that 
some patients, especially indigonts, do not have 
telephones, This can be overcome by requesting 
the phone number of a nearby neighbor or the 
patient's full address. Other difficulties may bo 
encountered because of "foreign exchanges" which 
are prefix areas which overlap, but these, too, can 



be overcome if necessary. A third drawback 
results from the fact that population figures for 
telephone exchange ureas usually do not exist. 

Postal zones. Postal zones offer a quick and 
convenient device for gathering and tabulating 
data on residence. They, too, have the advan- 
tage of being easy to record and of preserving the 
anonymity of patients. In addition, there are 
no economic barriers to having a postal zone (as 
there are in having telephone service). Further- 
more, maps of the street boundaries of postal 
zones can usually be found in the telephone 
directory. 

The chief barrier to using postal zones is the 
fact that many suburban, Intel-urban, and rural 
areas surrounding central cities are not zoned. 
This difficiilty can be remedied by assigning an 
identifying code number to each outlying com- 
munity. 

As in the case of telephone prefix areas, popu- 
lation data by postal 7.0110 probably will not be 
available. Figures on the number of dwelling 
units in each zone, however, may be obtainable 
from the post office and, if so, a very rough esti- 
mate of the population of each zone can be amide 
if recent local data on the average number of 
persons per dwelling unit are available. Popu- 



lation estimates made in this manner, however, 
should not be regarded as reliable. 

Special study areas. Some planning agencies 
may wish to devise special study areas. In gen- 
eral, the use of special study areas in gathering 
patient origin data will have the same advantages 
and disadvantages as the employment of census 
tracts. In the case of special study areas, how- 
ever, it will bo more difficult to determine the 
current or projected population unless the study 
areas themselves arc composed of combinations 
of census tracts or other geographic areas for 
which population data are readily available. 

Political boundaries. Planning regions contain- 
ing large central cities will probably find that 
political boundaries are unsatisfactory for use in 
collecting patient origin data. In such cases, 
data treating the central city as a single unit will 
yield insufficient detail. 

Political boundaries, however, may be satis- 
factory in rural areas a,nd in regions containing 
small central cities. Their use as a data-collection 
device has the advantages of being readily avail- 
able from hospital records, not requiring the 
recording of street addresses, and being readily 
correlated with population data. 



THE HOSPITAL INVENTORY FORM 



The hospital inventory questionnaire is designed 
to provide basic data regarding the characteristics 
and capabilities of existing hospitals within the 
planning region. Specifically, the information 
requested includes the services available at each 
facility, educational programs, coordinated re- 
lationships with other facilities and organizations, 
recent operating statistics, recent construction, 
plans for future construction, anticipated sources 
of financing and modernization needs. 



This questionnaire should be completed by all 
short-term, acute general and special hospitals. 
Data submitted on this form, however, should 
not include information for long-term units in 
such facilities. 

Several copies of the questionnaire should be 
sent to each facility to allow for spoilage and to 
permit hospitals to retain copies for their own 
files. 
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Hospital Information 





l-'ui-ilitit iiuinhi-r 




Bv 1!) 


'For further information call the following telephone' 




i questions A through IT, indicate whether the typos 
of son-ices listed are avtiilnble at this hospital for its 
putiimts. 

hock "Ye*" or "No" for each item. 

. I rtihamlonj Services 

Yfs A r o 
D 1. Q 2. Animal laboratory 
O D Autopsy 
D D Bacteriology 
Q D Biochemistry 
D D Blood bunk 
D D Bone bank 
D D Eye bank 
D P Hcmatology 
D D Histology 
D D Parasitology 
D D Scrology 
D D Other (specify below.) 


D. Surgical Services 
Yes No 
PI. P 2. Artificial kidney 
Q P Cardiac monitoring 
P P Cranial surgery 
D P Cystoscopy 
P P Eye surgery 
Q P General surgery 
P P Neurological surgery 
D P Open heart surgery 
P P Orthopedic surgery 
P P 1'lantic surgery 
Q P Postoperative recovery room 
D P Other (specify below.) 






E. Social Services 
Yes No 
PI. D 2. Patient and family counseling 
P D Patiimt discharge planning and place- 
ment 
P P Sooml history and evaluation 
D P Other (specify below.) 






. Radiological Services 

Yet No 
D 1. D 2. Diagnostic X-ray 
Q D Fluoroscopy 
D D Therapy 

Itadioisatope 

P D Diagnostic tracer 
P P External bomb 
D a Hadium 
P D Tlierapy (general) 
P P Therapy (interstitial) 
P P Therapy (intracavatory) 
D D fHher (specify below.) 






F. Outpatient Services or Clinics 
Yes No 
D 1. D 2. Chest 
P P Dental 
D P Dermatologicitl 
P D Diabetic 
P P Eye, ear, nose and throat 
D Q Epileptic 
P P Evaluation and followup 
D D Gynecological 
P P Heart 
P P Medical diagnostic 
D D Mental 
D P Orthopedic 
P P Physical medicine and rehabilitation 
P D Podiatry 
D a Prenatal 
P P Rheumatological 
P P Surgical 
P D Tumor 
D Q Venereal disease 
P P Well baby 
P D Other (specify below.) 






Obstetrical Services 

I'M No 
D 1. a 2, Delivery 
D D Newborn nursery 
P P Premature infant care unit 
D D Other (specify below.) 
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G. 


Physical medicine and rehabilitation services 

Yes No 
P 1, D 2. Occupational therapy 
D D Physical therapy 
D D Recreational therapy 

ID P Other (specify below.) 


I. Committees 

Docs the medical start 1 maintain the following regularly 
functioning committees? 

Yes No 
PI. D 2. Admission, discharge or utilization 
committees 
P P Credentials committee 
D P Medical record committee 
P P Tissue committee 

Do the trustees, cither jointly with the medical staff 
or separately, maintain the following type of 

committee? 

D 1. P 2. Planning committee 








H. 


Other services 

Yts No 
D 1. D 2. Convalescent unit 
P P Dental unit 
D P EEC. 
O P EKG. 
P P Electromyography 
P D Emergency room 
D P Home care program 
P P Intensive care unit 
P D Intermediate care unit 
D P Long-term care unit 
P P Pharmacy 
P P Self care unit 
D D Disaster phin 
P P Fallout shelter 
D D Inhalation therapy 
D P Psychiatric unit 
D D Other (specify below.) 


J. Twenty-four-hour staffing 

Are the following types of personnel on duty in the 
hospital (not on call from home) 24 hours a day to 
staff the departments, or provide the services indi- 
cated below? (Check "yea" only whore such 
persons are regularly assigned to such departments 
or duties, or arc available in the hospital whenever 
needed.) 

Yes No 
D 1. D 2. Nurses (for the delivery room) 
D P Nurses (for the emergency room) 
D P Nurses (for surgery) 
D P Physican to provide emergency care 
D D Technician (X-ray) 
D P Technologist (laboratory) 








K 


Coordination with health departments 

Indicate which of the following functions or activities art! carried out through an agreement, or agreements, with a 
health department, or departments. 

Informal 
Written Or Oral No 
Agreement Agreement Program 
PI, p 2. P 3. Providing housing for health department laboratories or office's 
P D D Operating a laboratory for n, health department 
P D P Sharing personnel with a health department 
P P p Cancer registry: State Health Department 
Q P P Other (specify)..- 




L. 


Coordination with nursing homes anil other long-term facilities 
Indicate which of the following functions or activities arc carried out through an agreement, or agreements, with one 
or more nursing homes or chronic disease hospitals. 

Informal 
Written Or Oral No 
Agreement Agreement Program 

a 1. D 2. p 3, Consultation 
DPP Sharing of personnel 
P P D Training of home's staff by hospital 
POP Performance of laboratory work for home by the hospital's lab. 
P D P Geriatric training for hospital's medical staff, nursing staff and/or professional students 
provided by or at the home 
D D P Hospital provides acute care for patients of home when necessary 
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M. Coordination with other jacilities 

Indicate which of the following functions or activities are carried on through an agreement, or agreements, with any 
any other hospital(s), health facility (s), private organisation (s) or government agency (s)- 





Informal 






Written 


Or Oral 


No 




Agreement 


Agreement 


Program 




D 1. 


n 2. 


D 3. 


Joint recruiting of personnel 


a 


a 


D 


Joint purchasing 


n 


a 


D 


Joint training programs for nonprofessional hospital personnel 


a 


a 


D 


Sharing of dietary department 


a 


a 


D 


Joint use of cobalt or cesium unit 


a 


a 


a 


Joint use of other X-ray therapy equipment 


D 


a 


a 


Joint laundry 


a 


a 


a 


Sharing of personnel 


a 


a 


a 


Joint use of iron lung 


D 


p 


a 


Joint use of EEC. 


a 


a 


D 


Joint use of artificial kidney 


a 


D 


a 


Other (specify.) 











N. Utilization oj inpatient services 

Enter data for the year ended 1J), . 

If none, enter "X". Complete nil items. 

1. Number of admissions except newborn 

2. Number of discharges including deaths 

3. Total inpatient days excluding newborn 

4. Total days of care rendered to dis- 
charged patients 

5. Number of live births 

6. Number of still births 

7. Number of abortions? 

8. Total newborn days 



(). Utilization of selected sernces by inpatients awl out- 
patients 

Enter data for the year ended ]<)__ 

If no program, enter "X". Complete nil items. 

1. Number of cobalt or cesium treat- 
ments 

2. Other deep therapy 

3 - Radium and radioisotope therapy 

procedures 
4, Is 1 umber of diagnostic raclioisotope 

studies 
5, Number of open heart operations 



6. Number of artificial kidney procedures 

7 Number of diagnostic X-rays 

8. _- Number of "major" operations 

9- Number of "minor" operations 

10 Number of EEC. 

11. --- Number of EKO. 

12. Number of patients receiving physical 

therapy 



P. Utilization of outpatient department 

Enter data for the year ended !<)__ 

If no program, enter "X". Complete all items. 



Number of 
visits 



Admissions 



Type of outpatient 

1. Emergency 

2. Clinic 

3. Physician referred 



Q. Types of accommodations 

If none, enter "X". Complete all items. 



beds 



of 



Number of 
rooms 



1. One-bed rooms 

2. Two-bed rooms 

3. Three- or four-bed rooms 

4. Rooms with over four beds 
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II. Undergraduate and -paramedical student training 

Enter the number of students in the most recently completed classes or programs. If no program, outer "X". Com- 
plete all items. 



1, Dietetics 


Affiliating 
students 


Hospital-operated school 


Capacity 


Students 


2. Librarian ship 








3. Undergraduate medical students 








4. Medical records 








5. Clinical laboratory technology 








G. Registered nurse 








7. Licensed practical nurse 








8. Nurse, anesthetist 








!). Occupational therapy 








10. Pharmacy 








1.1. Physical therapy 








1 2. Social work 








13. X-ray technology 








14. Hospital administration 








15. Undergraduate dental students 








1C. Other (specify.) 

















S. Medical internship program 

If no program, enter "X", Complete both items, 

1. _ Number of approved medical internships. 

2. Number of interns in most recently completed class. 
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Httfipital Information Continued 

T. Medical residencies 

Enter the number of approved residencies and the iiumbcr of residents in the most recently completed classes. If no 
program, enter "X". Complete all items. 



1. Dermatology and syphilology 


Residencies 


Residents 


2. Internal medicine 






3, Allergy 






4. Gnstroenterology 






5. Pulmonary diseases 






G. Neurology 






7. Pediatrics 






8. Allergy {Pcdiatrio) 






0, Physical medicine and rehabilitation 






10. Psychiatry 






11. Ancsthusiology 






12. General surgery 






13, Neurological surgery 






14. Cardiovascular diseases 






15. Obstetrics and gynccology 






10. Ophthalmology 






17. Orthopedic surgery 






18. Otolnryngology 






11). Plnstio surgery 






20. Prootology 






21. Thoracic surgery 






22. Pathology 






23. Urology 






24. Radiology 






25. Contagious diseases 






20, General practice 






27, Malignant diseases 






2S. Occupational medicine 







Hospital Information Continued 



U. Bed complement 

Enter the number of beds in each clinical service. 

If none, enter "X". Complete all items. 

Item #14 should equal the total of items #1 through 13. 



Clinical service 


Beds In oil- 
era tlon 5 years 
ago, IB., 


Heels cur- 
rently in op- 
eration 


Ilcds cur- 
rently under 
construction 


6-yenr projected construction 10..-10-. 


Grosa cc-ii- 
struction; I.e., 
total now 
beds 


Beds to be 
lost in con- 
struction 


Anticipated 
bed comple- 
ment, U1-- 


1. Medical 














2. Surgical 














3. Obstetrical 














4. Convalescent 














5. Co:mnunicable diseases 














6. Chronic diseases 














7. Tuberculosis 














8. Genitourinary 














9. Gynecological 














10. Orthopedic 














11. Psychiatric 














12. Pediatrics 














13. Other (specify.) 
























































14. Total beds 














15. Bassinets for newborn 
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V. Past and prospective sources of funds for construction 

Enter the number of dollars expected from each source to finance contemplated construction, expansion, and/or mod- 
ernization during the next 5 years, and the amount and sources of funds provided for such purposes during the last 
5 years. 

If none, enter "X". Complete all items. 





Lust 5 yenrs 
10 ..-11).. 


Next fi years 
10 .-10.. 


1. Total, all sources 






2. Hospital funds 






3. Corporate gifts 






4. Private gifts (itemize below.) 






(a) Hospital employees 






(b) Medical staff 






Co) Hospital trustees 






(d) Hospital auxiliary 






(e) Major individual gifts 






(f) Public subscriptions 






(g) Other private gifts 






5. Foundations 






0. Federal grants 






7, State and local government grants 






8. Grants or gifts from affiliated church group 






9. Loans from affiliated; church group 






10. Commercial loans 






11. Bond issues 






12. Tax revenues 






13. Other sources 







Check below 
Unmounts 
entered nro 
estimated 


Last 
fiyrs. 


Next 
6 lira. 


p 


a 


P 


a 


a 


p 


P 


a 


a 


a 


P 


p 


a 


a 


a 


p 


a 


p 


a 


a 


a 


a 


a 


p 


a 


a 


p 


p 


a 


D 


p 


P 


a 


P 


p 


a 


p 


p 
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W. Modernization Needs 

In the space provided below, indicate the extent of any modernisation, expansion or replacement needed. If needed 
work is under way or definitely planned, please indicate this in the discussion. 



1. Administration department 



2. Central supply 



3. Dietary department 



4. Emergency department 



5. Employees' facilities 



6. Laboratory and pathology 
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Hospital I? i formation Continued 
7. Laundry and housekeeping 



8. Mechanical facilities. 



9. Nursing units. 



10. Occupational therapy 



11. Pharmacy. 



12. Physical therapy. 



13. Stairs, corridors, etc. 



Hospital Information Continued 

H 
. 



15. yurgery. 



16. X-ray and radiology . 



17. Othor. 
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THE INPATIENT INFORMATION FORM 



The inpatient information questionnaire will 
provide data on each patient and his physician, 
including each patient's place of residence, ago, 
sex, length of a t ay > and type of accommodation, 
In addition, it will produce information on clin- 
ical service, discharge to other facilities, and 
method of payment. 

One copy of this form should be completed for 
each patient, except nmvborn, discharged from 
short-term facilities during a selected survey pe- 
riod. Discharges should include deaths. The 
inpatient survey should cover a period of not 
less than 2 weeks and preferably a month or 
longer. A 2-week period will probably permit 
the gathering of information on 100. or more dis- 
charges from all but tine smallest hospitals. In 
at least one city a patient origin study lasting 6 
months has been conducted. 

Information requested on the inpatient infor- 
mation questionnaire is restricted to discharged 
patients to assure that data will cover complete 



periods of hospitalization. Thus, information can 
be collected on length of stay, method of pay- 
ment, and discharge to other facilities, which 
would not be possible if the survey pertained to 
patients whose stay was not complete. 

Newborn are not included in the inpatient sur- 
vey since place of residence for newborn children 
would be the same as that of their mothers. 
Inclusion of newborn would consequently distort 
residence data. Annual statistics on newborn arc 
requested on the hospital information question- 
naire. Some planning agencies may wish to con- 
sider including newborn who remain in the 
hospital as pediatric cases subsequent to their 
mother's discharge. 

In general, the number of survey forms sent 
to each facility should bo equal to the bed count 
plus 20 percent multiplied by the number of weeks 
in the survey period. This will provide most 
facilities with the needed number of forms plus 
a few to spare, 
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Inpatient Information 



Patient's name 



Cnse 



This portion of the questionnaire must be deta&hed before returning to survey staff 



Complete one copy of this form for each inpatient dis- 
charged between 19. _ and 19__. 

(Include deaths.) Return this form to ... 

by 19--. For further information call this 

number 



This space for staff use only 

Census tract- Facility # . . . 

Physician Form # 



A. Location of patient's home: 
P 1 Out of Stato 


Answer for residents of planning region only 


D 2. Central city 




D 3. Suburb A 
D 4. Suburb B 
D 5. Suburb C 
D 0. Suburb D 


bor is Gl, enter 60. If it is 512, enter 500. If it is 

5123, enter 5100, etc. If it is less than 10, enter "X".) 
Even Otld 
PI. D 2. Is house number oven or odd? 
__. RFD Town 


D 7. Suburb E 
D 8. Etc. 
D 9. Other city in state 
(If #9 is checked, specify name of city.) 


(Show RFD and town only If nppllcablc) 






B. Type of case: Check moat appropriate box. 


G. Patient's discharge date: 
19__ 


D 2. Surgical 

P 3. Surgical patient, not operated 
P 4. Admitted primarily for mental, payoho- 
nourotic, or personality disorder 
P 5. Maternity 


H. Length of stay; 
Nearest whole days 
I. Patient's age: 
__ Years (at lust birthday) 
D 1, Check hero for infants under 1 year 



C. Discharge data: On discharge, this patient went to 



P 1 

D 2 

n s 

P 4 

P 6 

a o 

p 



7. 



Own, friend's, or relative's home 

Nursing homo 

Facility for well aged 

Other general hospital 

Tuberculosis hospital 

Mental hospital 

Other facility (specify typo.) 



O 8, Deceased 

P 9, Unknown 
D. Patient's sex: 

P 1. Male 

P 2. Female 
ID. Patient's race: 

P 1. White 

P 2, Negro 
P 3. Other 
F. Choice of physician made by: 

P 1. Patient (i.e., personal physician) 

P 2. Hospital (i.e., assigned physician) 



Admitting physician: 

Patient's physician 

K. Type of accommodation: Enter number of days in 
oaoh typo of room 

One-bed room 

Two-bod room 

Three- or four-bod room 

Over four beds 

L. Method of payment; Enter amount billed to en oh 
source (to nearest dollar) 

- _- Private pay 

Blue Cross 

Commercial insurance 

Stato or local government welfare 

agencies 

Kerr-Mills 

Private charitable orgaiiiitation(B) 

Free (i.e., enter approximate value of 

free care) 

Other 

Total bill (i.e., the sum of the amounts 

listed above)- 
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THE OUTPATIENT INFORMATION FORM 



The outpatient questionnaire enables planning 
agencies to determine the area served by caeli 
outpatient department and to put together a 
profile of the patients utilizing ambulatory facil- 
ities. 

The outpatient information form requests data 
on patient origin,, age, sex, race, and method of 
payment. Jt also seeks information on clinics 
attended and disposition of case. The latter 
should bo helpful in determining what additional 
load is placed on inpatioiit facilities of hospitals 
maintaining outpatient departments. 



The proposed outpatient survey covers both 
indigent and non-indigent patients attending 
scheduled clinics and patients utilizing emergency 
rooms. It should cover a period of time sufficient 
to gather information on at least one day's opera- 
tion of each type of regularly scheduled clinic. 
One form should be completed for each patient 
who visits an outpatient department on any given 
day during the survey period. Repeat visits 
during the survey period can bo identified by 
sorting on question I. The head of the outpatient 
department at each facility should bo consulted 
to determine the number of questionnaires needed 
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Outpatient Information 

Patient's name - Case # 

This portion of the questionnaire must be detached before returning to survey staff 



Complete one copy of this form for each outpatient 

or emergency patient treated between 

19.- and 19--. Complete one form 

for each patient treated on a given day. Return 

this form to . 

by 19--. 

For further information, call this n umber 



This space for staff use only 
Facility # 

Form # Census tract 



A. Location of patient's home: 
D 1. Out of State 
D 2. Central city 
D 3, Suburb A 
D 4. Suburb 13 
D 5. Suburb C 
n G. Suburb D 
D 7. Suburb E 
D 8. Etc. 
D 9. Other city in State 

(If #9 is chocked, specify name of 
citv.l 

VI " J . / - - -----. 



Answer for residents of planning region only 

Street name 

Block number (Example: If house number 

is 51, enter 50. If it is 512, enter 500. If it is 5123, 
enter 5100, etc. If it is less than 10, enter "X".) 



Bum Odd 

D I- D 2. Is house number even or odd? 



----RFD. Town 

(Show EFD mid (own only If applicable) 



B. Clinics 


attended; 


C. Patient's age: 


D 1. 


Tumor 


Years (nt last birthday) 


P 2. 


Heart 


P 1, Check here for infanta under i year 


P 3. 


Chest 


D. Patient's sex: 


P 4. 


Orthopedic 


P 1. Male 


D 5. 


Mental health 


P 2. Female 


P 6. 


Well baby 


FJ. Patient's race: 


P 7. 


Prenatal 


P 1. White 


a 8. 


EENT 


P 2, Negro 


P 9. 


GYN 


P 3. Other 


P 10. 


VD 


F. Type of patient: 


P 11. 


Evaluation and followup 


P 1. Emergency 


a 12. 


Dental 


P 2. Clinic 


P 13. 


Dermatological 


P 3. Private referred 


P 14. 


Endocrine 


G. Disposition of case: 


P 15. 


Neurological 


P 1, Admitted ns inpntient 


P 10. 


Epileptic 


P 2. Inpntient admission recommended or 


P 17. 


Physical medicine 


scheduled 


P 18. 


Podiatry 


P 3. Other 


P 19. 


Medical diagnostic 


H. Method of payment: 


P 20. 


Rheumatological 


P 1. Full pay 


P 21. 


Surgical 


P 2. Part pay 


P 22. 


Other (Specify below), 


P 3. Free 






I. Previous visits: 






P 1, Chock hero if patient has bcon treated here 






previously during survey period 
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THE LONG-TERM CARE FACILITY INFORMATION FORM 



The final suggested survey questionnaire is 
designed to assemble basic data about long-term 
care facilities. These include nursing homes, 
chronic disease hospitals, convalescent facilities 
and the like. A general hospital which owns or 
operates a long-term care unit should complete 
the long-term care facility information question- 
naire for the long-term unit only, 

This form solicits from each facility information 
on the types of patients accepted, coordinated 
relationships with hospitals through formal and 



informal agreements, availability of professional 
personnel, and present and projected bod capacity. 
It also seeks information on the number of pa- 
tients by major disability classifications, number 
of patients by age and sex, and other data. 

Additional survey procedures may bo found in 
Public Health Service Publication No. 454 "Guide 
to Making a Survey of Patients Receiving; Nurs- 
ing and Personal Care." (SO) This publication 
is out of print, but may be available in local 
libraries. 



52 



Long-Term Care Facility Information 



Please complete one copy of this questionnaire and 
return it to -- by . _ 19 _ 


This space for stajf nse only 


For further information, call this number- 


Facility # 






L. Types of cases accepted: 


C. Professional personnel; 


Not 
Accepted Accepted 


Full Part 
Time Time On Call None 


p 1. Q 2. Male 




p D Female 


O 1. P 2. p 3. P 4-. Physioian(s) 


P P Couples 


D POP Registered nurse (B) 


P P White 


D D d P Licensed practical mirsefs 


P D Negro 


a D P Dentfct(s) 


D P Oriental 


a a a P Dietitian (s) 


D P Other nonwhite 


D D D D Physical therapist (s) 


P Q Age under 20 


D D a D Occupational therapist (a) 


P P Age 20-66 


d D D a Social worker fa) 


P D Age over 66 


O D D D Clergyman (men) 


P P Mentally retarded 




Q P Mentally ill 


D. Capacity: (If none, enter "X". Complete all items, 


P P Senile 




P D Spastic 
P P Alcoholic 


Number of existing bods 
Number of bods currently under oonstruotioi 


P P Drug addicted 


Number of additional beds planned, for con 


P D Diabetic 


struction by ____ 10. _ (5 yrs.) (Excluding 


P D Tubercular 


bods -now under construction) 


P P Cancer 




D P Blind 
P P Deaf 


E. Patient census, 10.,: (If none, enter f 'X") 


P P Postoperative 


Total number of patients 


D P Incontinent (feces) 


Number of bedfast patients 


P D Incontinent (urine) 


Number of patients confined to wheelchair 


P P Bedfast 
P P Ambulatory (unassisted) 
P D Ambulatory (assisted) 
D P Confined to wheelchair 


Number of fully ambulatory patients 
Number of patients who are ambulatory wit! 
assistance (i.e. crutch, walker) 


D P Patients requiring intravenous 




feeding 


F. Special data for month of _ 10..; (If none 


P P "Noisy" 


enter "X") 


D P Welfare cases 




Coordination with hospitals. 
dicato which of the following functions or activities 
are carried out through one or more agreements with 
a hospital or hospitals. 


Number of patients transferred from thfe 
facility to n hospital for acute caro during 
the last month 
Number of now patients transferred to this 


Informal 


facility from hospitals during the last montl 


Written or Oral No 
Agreement Agreement Program 


Number of patients treated in an infirmary 


D 1. P 2. P 3. Consultation 


unit at this facility during the last month 


DPP Sharing personnel 


Number of patients who wore examined or 


DPP Hospital helps to ' train 


treated by a physician during the Inst month 


homo's staff 




P D D Hospital performs lab- 




oratory work for home 


G. Patients 1 age and sex: (If none, enter f 'X") 


D . P a Home assists hospitals in 


Enter data for patients In this facility on _ _ 


geriatric training of hos- 


1 1\ 


pital staff, nurses, and/ 


~~ 


or professional students 


Total Male Female 


f 1 r-*1 r i TT * i 1 > 1 


_ Under 15 


Q U u Hospital provides acute 




t . i . - 


_ 16-44 


cure lor patients ot 




hfiirif* 


46 04 


li\JllHj 

D n P Other (specify below) 


05-74 




76-84 




- ' 86 + 



Appendix II 

Tabulation of Data 



The tables presented in this appen- 
dix are examples of the kinds of 
tabulations that might be made from 
the data collected from survey ques- 
tionnaires and other sources. These 
sample tables are incomplete in many 
instances, and the term "etc." has 
been used to indicate that the tabula- 
tion should be carried out further if 
the data permit. 

Each table is accompanied by a 
statement showing the sources of the 
data, the questions answered by the 
table, and the way the table may be 
used. This has been done to empha- 
size the basic philosophy that statis- 
tics should not be collected unless a 
use for them can be foreseen. 



54 



Table 1. Number and Percent of Reporting Hospitals and Beds in Reporting Hospitals, by Services 

Provided 



Service 


Reporting Hospitals 


Beds 


Number 
providing 
service 


Totnl 
liospl tn!3 
reporting 


Percent 


Percent 
providing 
scrvleo 


In liosplta 
providing 
service 


Total in 
reporting 
hospitals 


Percent 


percent In 
hospitals 
providing 
service 


Laboratory services 
Animal laboratory 






100 








100 




Autopsy 






100 








100 




Bacteriology 






100 








100 




Biochemistry 






100 








100 




Blood bank 






100 








100 




Bono bank 






100 








100 




Eye bank 






100 








100 




Hematology 






100 








100 




Histology 






100 








100 




Parasitology 






100 








100 




Serology 






100 








100 




Other 






100 








100 




Radiological services 
Diagnostic X-ray 






100 








100 




Fluoroscopy 






100 








100 




Therapy 






100 








100 




Radioisotope 
Diagnostic tracer 






100 








100 




External bomb 






100 








100 




Radium 






100 








100 




Therapy, general 






100 








100 




Therapy, interstitial 






100 








100 




Therapy, intracavatory 






100 








100 




Other 






100 








100 




Etc. 






100 








100 





Sources: 

1. Hospital information questionnaire, questions A through 11. 
Questions answered: 

1, What services arc provided in all hospitals? 

2, What services arc infrequently provided? 

3. What services arc not provided in any hospital? 

4. What proportion of all beds nrc in hospitals in which the listed services are available? 
Use; 

1. Can help to uncover cases of unnecessary duplication of services. 
"2. Assists in pointing out gaps hi available services. 
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Table 2. Number and Percent of Reporting Hospitals Maintaining Selected Committees 



Typo of committee 


Number with 
committee 


Total hospitals 
reporting 


Percent 


Percent with 
committee 


Admission 










Credentials 










Discharge 










Medical records 










Tisane 










Utilization 










Planning 











Sources; 

1. Hospital information questionnaire, question 1. 
Questions answered: 

1. What proportion of hospitals have taken formal steps to control utilization, promote high quality cure and facilitate 
better planning? 
Use: 

1. Suggests to hospitals steps which they can take to influence utilization and facilitate hotter planning. 

Table 3. ATumber and Percent of Reporting Hospitals Maintaining Selected Services on a 24- Hour 

Basis 



Si-hour staffed service 


Number with 
service 


Total hospitals 
reporting 


Percent 


Percent with 
service 


Delivery room 










Emergency room 










Surgery 










X-ray 










Laboratory 










Physician for emergency care 










i ' ~ 





1. Hospital information quest iommire, cfueation J. 
Questions answered: 

1. In how many hospitals are the listed services staffed on a full-time basis? 

2. To what extent are hospitals prepared to meet emergencies? 
Use: 

1. May indicate gaps in available services. 

2. Provides some indication of quality and continuity of care. 
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Table 4. Number of Reporting Hospitals ivith Coordinated Programs., by Type of Coordination 

and Type of Agreement 



Type of coordination 


Total hospi- 
tals reportln 


Percent 


Number of hospitals 




Total with 
OEvcoraonts 


Written 
. aRreeinBnl 


Orul agree- 
ment 


nirr co incut a 


Coordination with health departments 
Housing for labs and offices 




100 










Operation of health department lab 




100 










Sharing of personnel 




100 










Cancer registry 




100 










Other 




100 










Coordination with nursing homes 
Providing consultation 




100 










Sharing of personnel 




100 










Training homo's staff 




100 










Performing lab work for home 




100 










Geriatric training for hospital's staff 
and/or professional students 




100 










Providing acute care for home's pa- 
tients 




100 










Other 




100 










Coordination with other facilities 
Joint recruiting of personnel 




100 










Joint purchasing 




100 










Training of non-professional hospital 

personnel 




100 










Sharing of dietary department 




100 










Joint cobalt or cesium unit 




100 










Joint use of artificial kidney 




100 










Sharing of personnel 




100 










Joint use of iron lung 




100 










Joint use of EEG 




100 










Joint use of X-ray therapy 




100 










Other 




100 











Sources : 

1. Hospital information questionnaire, questions K through M. 
Questions answered; 

1. What kinds of joint programs and cooperative efforts are carried out by hospitals? 

2._ How many hospitals participate in each type of joint or cooperative activity iistud? 
Use: 

1. Suggests types of activities in which fcioUiUcs can engage to facilitate better coordination, 

2. May indicate that a greater degree of coordination is necessity or possible and consequently crealc greater support 

for the~p1anning effort, 
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Table 5. Utilisation of Inpatient Services, by Hospital 



Clnss Of dala 


All reporting 
hospitals 


Hospital A 


Hospital I) 


Hospital C 


Hospital D 


Etc, 


In-patient data (excluding newborn) 
Number of admissions 














Number of discharges including deaths 














Total in patient days 














Total days of care rendered for 
discharged patients 














Newborn data 
Number of live births 














Number of stillbirths 














Number of abortions 














Total newborn days 















Sources: 

I. Hospital information questionnaire, question N. 
Questions answered: 

1. What volume of services is rendered annually by each hospital? 
Use: 

1. Facilitates the calculation of each hospital's occupancy in a uniform and comparable manner 

2. 1 ermits the calculation of the overall occupancy rate for all facilities 

3. Helps to determine how representative of a full year's experience are data gathered in the inpationt survey 

" 



5. Demonstrates to the public and to community leaders the extent of services rendered by hospitals. 
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Table 6. Utilisation of Selected Services by hipntienls and Outpatients, by Hospital and Type of 

Service 



Service 


All reporting 
hospitals 


llospitnl A 


Hospital 11 


Hospital C 


Hospital D 


Etc. 


Number of cobalt or cesium treatments 














Other deep therapy 














Radium and radioisotope therapy pro- 
cedures 














Number of diagnostic radioisotopo studios 














Number of open heart operations 














Number of artificial kidney procedures 














Number of diagnostic X-rays 














Number of operations (total) 














"Major" operations 














"Minor" operations 














Number of EEC's 














Number of EKG's 














Number of physical therapy treatments 















Sources; 

1, Hospital information questionnaire, question (>. 
Questions answered: 

1. What is the annual volume of specialized services and procedures? 

2. What is the contribution of each hospital to the total community output of such services and procedures? 
Use: 

1. Helps to develop indices of need for expensive, highly specialized and low-volume services, 

2, Assists in discovering evidence of unnecessary duplication of such Ken-ices, 
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Table 7. Number of Outpatient Visits and Inpatient Admissions of Outpatients, by Hospital and 

Patient Classification 



Hospital and type ot data 


All reported 
outpatients 


Emergency 


Clinic, 


Physician roferrec 


All hospitals 
Visits 










Admisssions 










Hospital A 
Visits 










Admissions 










Hospital B 

Visits 










Admission 










Hospital C 

Visits 










Admissions 










Hospital D 

Visits 










Admissions 










Etc, 











Sources; 

1. Hospital information questionnaire, question P. 
Questions answered? 

1. What is the annual volume of outpatient service? 

2. What is the contribution of each hospital to the total volume of outpatient service? 

3. How many of each type of patient use outpatient departments? 

To what extent do outpatient departments contribute to inpatient admissions in hospitals having such departments? 

1. Shows the extent to which OPD's serve as sources of admission. 

2. Helps to determine how representative of a full year's experience are data gathered in the outpatient survey. 

3. Indicates the extent to which OPD's are used for physician office visits by iudlgents. 

4. Indicates the extent to which physicians refer private patients for diagnostic services. 



Use: 
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Tnlile ^.Number of Rooms and Number of Beds in General Hospitals, by Hospital and Room 

Capacity 





AH reporting 
hospitals 


Hospital A 


Hospital B 


Hospital C 


Etc. 


1-bed rooms 
Number of Beds 












Number of Rooms 












2-bed rooms 
Number of Beds 












Number of Rooms 












3- or 4-bed rooms 
Number of -Beds 












Number of Rooms 












Over 4-bed rooms 
Number of Beds 












Number of Rooms 













Sources ; 

1. Hospital information questionnaire, question Q. 
Questions answered: 

1. What is the distribution of accommodations in nursing units, by bod capacity? 

2. How does this distribution vary among hospitals? 
Use: 

1. A large proportion of ward-type accommodations may prove to be some indication of degree of obsolescence. 

2. When combined with figures on occupancy by type of accommodation, may indicate that redistribution of beds 
among private, semi-private and ward-type facilities is desirable. 
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Table 9. Number of Available Places and Ninnbur of Students in Hospital Training Programs 

by Type of Training and Hospital 



Type of (mining and liospltnl 


AfllUntlilB 

StIlClOIltS 


Hospital -oporiitcd school 


Oapnefly 


1'or cent 


StlKlOlltS 


1'fircciH i)lncos 
(Wed 


Dietetics 






1(H 






All reporting hospitals 






10( 






Hospital A 






100 






Hospital B 






101 






Hospital 






100 






Etc. 






100 






Libmrifliiship 






100 






All reporting hospitals 






100 






Hospital A 






100 







Hospital B 






100 




Hospital C 






100 






Etc. 






100 






Medical students 






100 







All reporting hospitals 






100 




Hospital A 






100 







Hospital B 






100 




Hospital C 






100 






Etc, 






100 






Medical records 






100 






All reporting hospitals 






100 






Hospital A 






100 


, 




Hospital B 






100 




Hospital C 






100 
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Table 9. Number of Available Places and Number of Students in Hospital Training Programs) 

by Type of Training and Hospital Continued 



Type of trnlnlng and hospital 


Affiliating 
students 


Hospital-operated school 


Capacity 


Percent 


Students 


Percent places 
filled 


Clinical Laboratory Technoloy 






100 






All reporting hospitals 






100 






Hospital A 






100 






Hospital B 






100 






Hospital C 






100 






Etc. 






100 






Registered Nurse 






100 






All reporting hospitals 






100 






Hospital A 






100 






Hospital B 






100 






Hospital C 






100 






Etc. 






100 






Licensed Practical Nurse 






100 






All reporting hospitals 






100 






Hospital A 






100 






Hospital B 






100 






Hospital C 






100 






Etc, 






100 






Etc. 






100 







Sources: 

1. Hospital information questionnaire, question 11, 
Questions answered: 

1. Which hospitals are engaged in educational activities? 

2. What kinds of educational programs are being conducted in the planning region? 

Use: 

1, Helps to assess the need for various kinds of hospital-operated training programs. 

2. Assists in gaining agreement on the future roles of facilities with respect to educational activities. 
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Table 10. Number of Residencies and Residents, by Specialty and Hospital 



Typo of residency and hospital 


Residencies 


Percent 


Residents 


Percent places 
lilted 


Dermatology and Syphilology 




100 






All reporting hospitals 




100 






Hospital A 




100 






Hospital B 




100 






Hospital C 




100 






Etc. 




100 






Internal Medicine 




100 






All reporting hospitals 




100 






Hospital A 




100 






1 1 capital B 




100 






Hospital C 




100 






Etc. 




100 






Allergy 




100 






All reporting hospitals 




100 






Hospital A 




100 






Hospital B 




100 






Hospital C 




100 






Etc. 




100 






Gastroontorology 




100 






AH reporting hospitals 




100 






Hospital A 




100 






Hospital B 




100 






Hospital C 




100 






Etc. 




100 
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Table 10. Number of Residencies and Residents, by Specialty and Hospital Continued 



Typo of residency ami hospital 


HosIdeiicSes 


Percent 


Res Id outs 


Percent ]>ln-ccs 
filled 


Pulmonary Diseases 




100 






AH reporting hospitals 




100 






Hospital A 




100 






Hospital B 




100 






Hospital C 




100 






Etc. 




100 






Neurology 




100 






All reporting hospitals 




100 






Hospital A 




100 






Hospital B 




100 






Hospital C 




100 






Etc. 




100 






Pediatrics 




100 






AH reporting hospitals 




100 






Hospital A 




100 






Hospital B 




100 






Hospital C 




100 






Etc. 




100 






Etc. 




100 







Sources: 

1. Hospital information questionnaire, question T. 
Questions answered: 

1. Which hospitals offer residency training? 

2. What kinds of residency programs are available? 

3. Arc existing residency programs being utilized ns fully as possible? 
Use: 

1. Helps to assess the need for additional residency programs. 

2. Assists in gaining agreement on the future roles of facilities with respect to operating residency training programs. 

3. May provide a rough index of quality of care. 
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Table 11. Number of internships and Number of Interim* by Hospital 



Hospital 


Internships 


Percent 


Interns 


Percent fllli'd 


All reporting hospitals 




100 






Hospital A 




100 






Hospital 11 




100 






Hospital C 




100 






Hospital 1) 




100 






Hospital E 




100 






Hospital F 




100 






Hospital G 




100 






Hospital H 




100 






Hospital I 




100 






Hospital J 




100 






Hospital K 




100 






Hospital L 




100 






Hospital M 




100 






Hospital N 




100 






Hospital 




100 






Hospital P 




100 






Kto, 




100 







Sources: 

1, Hospital information questionnaire, question S. 
Questions answered; 

1. Which hospitals have internship programs? 

2. To what extant are those programs being utilized? 
"Use-: 

1, Helps the planning agency to identify hospitals which may qualify to oporntu sputialiml 



Table 12. Post, Present and Projected Bed Complement, by Hospital 



Hospital 


He (Is in opera- 
tion fi years ngo 
10- 


Beds currently 
in operation 
10- 


lierls currently 
under construc- 
tion 10- 


Projected heel 
complement in 5 
ycnrs IB 


AH reporting hospitals 










Hospital A 










Hospital B 










Hospital C 










Hospital D 










Hospital E 










Hospital F 










Hospital G 










Hospital H 










Hospital I 










Hospital J 










Hospital K 










Hospital L 










Hospital M 










Hospital N 










Hospital O 










Hospital P 










Hospital Q 










Hospital R 










Hospital S 










Etc. 











Sources: 

1, Hospital information questionnaire, question U. 
Questions answered: 

1. How many beds are currently in use? 

2. How many beds arc currently under construction? 

3. Which facilities arc planning construction work to be completed within the next 5 years? 



4. Which facilities have added to their capacity during the last 5 years? 

5. How many additional beds are planned? 



Use: 



1, Provides an inventory of existing beds. 

2, Alerts the planning agency to each hospital's future plans for expansion plans. 

3, Shows short-term trends in total community bed capacity. 

<j. When compared with bed need estimates, may bo used to judge the adequacy of present and planned capacity. 
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Table 13. Bed Complement, by Hospital and Clinical Service 



Cllnlenl services 


Hospital A 


Hospital H 


Hospital 


1C to. 


Total reported beds 










Medical and surgical 










Obstetrical 










Convalescent 










Communicable disease 










Chronic disease 










Tuberculosis 










Genitourinary 










Gynecological 










Orthopedic 










Psychiatric 










Pediatric 










Other 










Bassinets for newborn 











Sources: 

1. Hospital information questionnaire, question U. 
Questions answered : 

1. How many beds does each hospital have? 

2. How extensively is each hospital broken down into clinical departments? 
Use: 

1. Provides an inventory of existing beds. 

2. When compared with need estimates, will show whether existing building plan* and programs iippuur to bo adequate. 

3. Will show the extent to winch flexibility in use of bods is precluded by the existence of Hpuclnltol clinical units 

within hospitals. 

<L Can be used to determine the extent to which beds are concentrated in facilities of Hiimll and uneconomical ata;. 
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Table 14. Number of Reported Beds, by Hospital Ownership and Clinical Service 



Clinical service 


All 
hospitals 


Propri- 
etary 


Federal 
Govern- 
ment 


Stnto 


County 


Municipal 


City and 
county 


District 


Total reported beds 


















Medical and surgical 


















Obstetrical 


















Convalescent 


















Communicable disease 


















Chronic disease 


















Tuberculosis 


















Genitourinary 


















Gynecological 


















Orthopedic 


















Psychiatric 


















Podiatric 


















Other 


















Bassinets for newborn 



















Sources: 

1. Hospital information questionnaire, question U. 

2. State plans, 

3. Guide issue of Hospitals. 
Questions answered: 

1. How many beds are available in each type of facility? 

2. Which classes of facilities offer the most complete range of services? 
Use: 

1. Provides an inventory of bods by ownership category, 
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Table IS. Number of Reported Beds, by Hospital Location and Clinical Service 



Clinical service 


All hos- 




Central citj 










Host of 




pitals 


Consus 
tract 1 


Census 
tract 2 


Etc. 


Suburb A 


Suburb B 


Etc. 


region 


Total reported beds 


















Medical and surgical 


















Obstetrical 


















Convalescent 


















Communicable disease 


















Chronic disease 


















Tuberculosis 


















Genitourinary 


















Gynecological 


















Orthopedic 


















Psychiatric 


















Pedlatric 


















Other 


















Bassinets for newborn 



















Sources: 

1. Hospital information questionnaire, question U. 

2. State plans. 

3. Guide issue of Hospitals, 
Questions answered: 

1. How many beds are there in each area? 

2. What range of clinical services is offered in each area? 
Use: 

1. Provides an inventory of beds by location of facility. 
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Table 16. /Vf.st, Present and Projected Bed Complement, by Clinical Service 



Clinical scrvleu 


llcds Sn opera- 
tion 6 years ngo 
11> 


Beds cuiTently 
In operation 
10 


llcds currently 
under construc- 
tion IB- 


Projected lie<3 
coin [)le me nt in 
5 years 10 


Total reported beds 










Medical 










Surgical 










Obstetrical 










Convalescent 










Communicable disease 










Chronic disease 










Tuberculosis 










Genitourinary 










Gynecological 










Orthopedic 










Psychiatric 










Pediatric 










Other 










Bassinets for newborn 











R on r cos:- 

1, Hospital information questionnaire, question U. 
Questions answered: 

1. What is tho capacity of each clinical service? 

2. What trends seem to bo developing with respect to the quantity of beds available and I, he fraction of total beds 

represented by each clinical department? 

3. How many beds are there likely to be in tho next 5 years? 
Use: 

1. Provides an inventory of existing beds. 

2. When compared with need estimates, will show whether existing building plans and programs appear to be adequate. 
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Table 17. Post and Prospective Amount of Funds for Construction, by Source 



Sources o( (mills 


Funds raised lust 
fi years 


Funds to boralsotl 
next 6 yours 


Total, all sources 


$ 


$ 


Hospital funds 


$ 


$ 


Corporate gifts 


$ 


IB 


Private gifts 


$ 


$ 


Hospital employees 


$ 


$ 


Medical staff 


$ 


$ 


Trustees 


$ 


$ 


Hospital auxiliary 


$ 


$ 


Major individual gifts 


$ 


$ 


Public subscriptions 


$ 


$ 


Other private gifts 


$ 


$ 


Foundations 


$ 


$ 


Federal grants 


$ 


$ 


State and local government 


grants 


$ 


$ 


Grants from affiliated church group 


$ 


$ 


Loans from affiliated church 


group 





$ 


Commercial loans 


$ 


$ 


Bond issues 


$ 


$ 


Tax revenues 


$ 


$ 


Other sources 


$ 


$ 



Sources: 

1. Hospital information questionnaire, question V. 
Questions answered; 

1. How much money has been assembled in the immediate pnst for hospital construction, and from what sources? 

2. How much expenditure is planned and how will the mormy bo raised? 
Use: 

1. Helps to show hospitals whether aggregate construction plans are reasonable from a financial standpoint. 



Table 18. Number of Discharges, by Pluce of Residence and Hospital* 



I'nliunts' plncc of residence 


Total nil 
liospllnls 


Hospital 

#1 


Hospital 


Hospital 


Hospital 


Hospital 
#5 


Hospital 

#0 


Etc. 


Central city(s) 


















Census tract 1 


















Census tract 2 


















Census tract 3 


















Census tract 4 


















Etc. 


















Suburbs 


















Suburb A, total 


















Census tract 1 


















Census tract 2 


















Etc. 


















Suburb B 


















Suburb C 


















Suburb D 


















Etc. 


















Remainder of region 


















RFD 1 


















RFD 2 


















RFD 3 


















Etc. 



















Kci 1 fooliinto nt oiul of ttible. 



Table 18. Number of Discharges, by Place of Residence and Hospital* Continued 



Patients' plncc o( residence 


Total, all 
hospitals 


Hospital 

n 


Hospital 

n 


Hospital 

n 


Hospital 
#1 


Hospital 

JTO 


Iloapltnl 
#0 


Etc. 


Contiguous counties 


















County 1 


















County 2 


















County 3 


















County 4 


















Elsewhere in State 


















Out of State 


















Not reported 



















Sources: 

1. Inpatient information Questionnaire, question A. 
Questions answered: 

1. What territory is served -by each hospital? 

2. Which hospitals attract patients from all or part of the same territory? 

3. Which hospitals arc most important to the residents of each census tract? 

4. Which hospitals draw significant numbers of patients from outside, the planning rogion? 

1. Helps each hospital to sec what territory it serves. 

2. Indicates which hospitals serve all or part of the same, territory ami consequently should work touothor in coordi- 

nating construction plans. 

* '" Pfttl nt ^ ^ ""* rC8 " lt fr m I 10 ' )ulation migration, urban ronowal 



r0gi n contrlbllto 9i 



to the need for 
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Table 19. Percentage of Discharged Residents of Each Area, by Hospital 



Patients' place of rosldcmco 


Total nil 
Hospitals 


Percent 


Hospital #1 


Hospital #2 


Hospital if 3 


Hospital i4 


Hospital 95 


Hospital #e 


Etc. 


All patients, total 




100 
















Control city(s) 




100 
















Census tract 1 




100 
















Census tract 2 




100 
















Census tract 3 




100 
















Census tract 4 




100 
















Etc. 




100 
















Suburbs 




100 
















Suburb A, total 




100 
















Census tract 1 




100 
















Census tract 2 




100 
















Etc. 




100 
















Suburb B 




100 
















Suburb C 




100 
















Suburb D 




100 
















Etc, 




100 
















Remainder of region 




100 
















RFD 1 




100 
















RFD 2 




100 
















RFD 3 




100 
















Etc. 




100 
















Contiguous counties 




100 
















County 1 




100 
















County 2 




100 
















County 3 




100 
















County 4 




100 
















Elsewhere in State 




100 
















Out of State 




100 
















Not reported 




100 

















Sources; 

1. Inpatient information questionnaire, question A, 

Questions answered: 

1. Which hospital or hospitals are important to the residents of each census tract or other area! 

2. Which hospitals share in serving the residents of any particular territory? 

3. Which hospitals, if any, care for substantial proportions of persons from outside the planning region? 

SC ' 1. Shows hospitals that they may perform important services for the residents of particular areas even though such 

persons may form a small part of total patient load. 
2, Serves to identify hospitals performing significant services for patients from outside the planning region. 
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Table 20. Percentage of Patients Discharged from Each Hospital, by Place of Residence* 



rat louts' place of residence 


Total, fil 
hospital 


Ilospltn 
n 


Hospitn 

n 


Hospital 
fa 


Hospital 
1/4 


Hospital 

#5 


Uosplta 

m 


Kt<!. 


All patients, total 


















Percent 




100 


100 


100 


100 


100 


100 


100 


Central city(s) 


















Census tract 1 


















Census tract 2 


















Census tract 3 


















Census tract 4 


















Etc. 


















Suburbs 


















Suburb A, total 


















Census tract 1 


















Census tract 2 


















Etc. 


















Suburb B 


















Suburb C 


















Suburb D 


















Etc. 


















Remainder of region 


















IIFD 1 


















RFC 2 


















RFC 3 


















Etc. 






































Sec fool note at end of table, 
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Table 20. Percentage of Patients Discharged from Each Hospital, by Place of Residence* Cont. 



Patents' plneo of residence 


Totiil, all 
hospitals 


Hospital 

#1 


Ilosnitnl 


Hospitnl 
#3 


Hospital 
fa 


Ilosnitnl 


Hospital 


Etc. 


Contiguous counties 


















County 1 


















County '2 


















County 3 


















County ! 


















lite. 


















ICIsewhoro in State 


















Out of State 


















Not reported 



















Sources: 

1. Inpatient information questionnaire, question A. 

Questions answered; 

1. What territory is served by oaoh hospital? 

2 Whioh hospitals attract patients from outside the planning region? 

3. Whioh territory contributes the most significant proportion of ouch hospital s patient 



Use: 



1. Shows what geographic population groups are most important to each hospital, 

2. Shows whether patients from outside the planning region contribute s.gmfieantly to patient load. 
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Table 21. Number of Patients by, Age, Sex and Destination After Dtscharga 



Destination and sex 


Number of patients 


Notir- 
portod 


All IIRCS 


Under 14 


Ifi-d'l 


15-01 


05-74 


7S-S4 


fi+ 


All patients 


















Own, friend's, or relative's home 


















Nursing home 


















Facility for the well aged 



















Other general hospital 
















Tuberculosis hospital 


















Mental hospital 



















Other facility 
















Deceased 


















Unknown 
















_ 





Not reported 











Male 














Own, friend's, or relative's home 


















Nursing home 



















Facility for the well aged 

















Other general hospital 
















Tuberculosis hospital 














Mental hospital 

















- - 


Other facility 

















Deceased 












. 








Unknown 








______ 





Not reported 



























. . 
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Table 21. Number of Patients by, Age, Sex and Destination After DischargeContinued 





Number o( patients 


Not re- 
ported 




All ages 


Under 1-1 


15-44 


15-64 


65-74 


7E-84 


854- 


Female, non-maternity 


















Own, friend's or relative's home 


















Nursing homo 


















Facility for the well aged 


















Other general hospital 


















Tuberculosis hospital 


















Mental hospital 


















Other facility 


















Deceased 


















Unknown 


















Not reported 


















Female, maternity 


















Own, friend's, or relative's homo 


















Nursing home 


















Facility for the well aged 


















Other general hospital 


















Tuberculosis hospital 


















Mental hospital 


















Other facility 


















Deceased 


















Unknown 


















Not reported 



















Sources: 

1, Inpatient information questionnaire, questions C, D, and I. 



volume of discharges from general hospitals to nursing homes and other long-term facilities? 

2. What is the volume of transfers of patients to other general hospitals? HWH.,? 

3. What are the age and sex characteristics of patients transferred to other medical facilities aftci dihchnigo/ 

: 5. Helps hospitals to understand the need for establishing working relationships with long-term caro facilities 

2. Shows the extent to which general hospitals serve as sources of adnuuion to long-term care facihtioa. 

3. Assists in developing measures of need for long-term facilities by showing some of the clmractenstics of patients 
receiving long-term care. 



Table 22. Number of Patients, by Length of Stay, Hospital and Typo of Caw 



Hospital and type of ease 


All 
imtipnts 


Under 
8 days 


8-H 
days 


15-21 
(lays 


21-30 3 
days ( 











All hospital 



Medical 



Not 
i'(!]>orU'd 



Mod inn 



Surgical 



Surgical, not operated 



Mental 



Maternity 



Caosarean 



Not reported 



Hospital A 



Medical 



Surgical 



Surgical, not operated 
Mental 



Maternity 



Caesarean 



Not reported 



Hospital B 
Medical 



Surgical 



Surgical, not operated 

Mental 

Maternity 



Cnesarean 

_ 

Not reported 



if stuy 



Tnble 22. Number of Patients, by Length of Stay., Hospital and Type of Case Continued 



Hospital mid tyiio of case 


All 

pnticiits 


Under 
8 days 


8-U 
days 


15-21 
days 


21-30 

dnya 


31-60 
days 


61-00 
days 


00 

doya 


Not 
reported 


Median 
length 
ot stay 
In days 


Hospital C 






















Medical 






















Surgical 






















Surgical, not operated 






















Mental 






















Maternity 






















Caesarcan 






















Not reported 






















Hospital D 






















Medical 






















Surgical 






















Surgical, not operated 






















Mental 






















Maternity 






















Caesarean 






















Not reported 






















Hospital E 






















Medical 






















Etc, 






















Etc. 























Sources; 

1. Inpaticiit information questionnaire, questions B and H. 
Questions answered: 

1. Is there significant variation among hospitals with respect to length of stay? 

2. How does length of stay vary for different types of cases? 

3. Can differences in average length of stay among hospitals (if any) be explained by differences in the proportions 

of various types of patients? 
Use: 

1. Assists in the identification of situations in which opportunity exists for reducing average length of stay. 

2. Helps to "sell" hospitals on the possible advantages of home care and the need for emphasis on ambulatory and 

long-term facilities. 
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Table 23. Number of Patients, by Age, Sex, Hospital, and Type of Case 



Typo of case and hospital 


All patients 


Male 


Femalo 


Sox not 
roportnd 


Al 
ngp 


Und 
14 


15- 


05+ 


A K c 
notr 
portc 


Al 
nge 


Und 
14 


15- 


05- 


Ago 
notr 

POI'UH 


Al 
ago 


Und 
14 


Ifi-fi 


OB- 


Agn 
not r 
porloi 


All patients 


































Medical 




































Surgical 






























Surgical, not operated 


































Psychiatric 


































Maternity 




































































Not reported 


































Hospital #1 


































Medical 


































Surgical 


































Surgical, not operated 


































Psychiatric 



































Maternity 


































































Not reported 


































Hospital #2 


































Medical 


































Surgical 



































Surgical, not operated 
































Psychiatric 

































Maternity 

































































Not reported 
































' 


Hospital n 


































Medical 


































Etc. 



































1. Inpatient information questionnaire, questions E, D, und I. 
Questions answered; 

1. What are the age and sex characteristics of patients discharged during the survey? 

2. How do the characteristics of patients vary for different hospitals? 
Use: - 

nTS^rdT tlattt "" f ft 'f yem ' >S CXPfiri llCC WhCn C mpilml With -umnmrlwd annual <lnta. 
in evaluating any differences among hospitals with respect to average length of stay. 
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'able 24. Percent of All Patients o/ Each Hospitals Medical Staff Discharged During the Survey 

Period, by Place of Hospitalization 



Total patients antl liospitnls 


Hospital A 


Hospital B 


Hospital C 


Hospital D 


Hospital E 


Hospital F 


Etc, 


Total patients of staff members 
discharged from all hospitals. 
















Percent 


100 


100 


100 


100 


100 


100 


100 


Percent discharged from this 
hospital 
















Percent discharged from other 
hospitals 
















Hospital A 


xxxxx 














Hospital B 




XXXXX 












Hospital C 






XXXXX 










Hospital D 








XXXXX 








Hospital E 










XXXXX 






Hospital F 












XXXXX 




Etc. 














XXXXX 



> ur cos: 

1, Hospital medical staff lists. 

2, Inpatient information questionnaire, question J. 
.icstions answered: 

1. What proportion of each hospital's medical staff's patients arc sent to other hospitals? 

2. Which hospitals share patient reforrnls on the part of physicians with multiple staff appointments? 
ae; 

1. May bo used to point out the fact that hospitals share the task of meeting the total demands of their medical 
iffs? 

2. Helps each hospital to understand the extent to which bed expansion can affect its occupancy as well as the case 
xcl of other hospitals through shifts in patient referrals by physicians holding multiple stall' appointments. 

3. Assists hospitals to understand the desirability of exchanging information with hospitals with which they share 
uclienl staff. 

4. Helps hospitals to soo the desirability of establishing coordinated programs with such hospitals. 
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Table 25. Percent of Medical Staff With Single and Multiple Appointments, by Hospital 



Hospital 


All slaiT physicians 


Speolnllsts 


Oemn-nl iirnctUIoiiors 


Tola 
inciljca 
:-luff 


Per co n 


Perec 
will 
multl[) 
nppoin 
incut 


Perec 
will 
singl 
nppoi 
men 


Tola 
spceli 
isls 


Perec 


Perec 
will 
mump 
nppoi 
me nl 


I'crco 
will 
singl 
nppoi 
men 


Toti 
OP' 


I'liJ'PK 


Percn 
will 
mitltl]) 

a|)pol 

HU'llt 


Pw 
w 
fjl 
|i| 
in 


Hospital A 




100 








100 










100 

JOC 








Hospital B 




ICO 








I0( 




Hospital 




100 








JOO 









100 
100 
100 





: 


Hospital I) 


100 








100 






Hospital E 




100 








100 






Hospital F 




100 








100 








100 





Hospital G 




100 








100 








100 




Hospital H 




100 








100 








100 







Hospital I 




100 








100 








100 




Etc. 

-~ ~ , . 




100 








100 








100 



Sources: 

1- Hospital medical staff lists. 

2. Directory of Medical Specialists. 

3. American Medical Directory. 
Questions answered: 



Use: 






, , 
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Table 26. Number of Patients, by Place of Residence, Hospital and Type of Accommodation 



Patients' place of ri'sidenco 


All hospitals 


Hospital A 


Hospflnl H 


Etc, 


1- to 4- 

IJlHl 
I 1 001 11 


OVPI- 
4-lji-d 
room 


Not 
re- 
ported 


l-to4- 
l)Dd 
room 


Oviir 
-i-licd 
room 


Not 
ro- 
poiii'd 


l-lo-l- 
1>L><1 

10 0111 


Over 
1-ljcd 
room 


Xol 
ii 1 - 
portcd 


1- to 4- 
hoil 
room 


Ovnr 
4-bcd 
room 


Not 
rc- 
pnrtod 


All patients, total 


























Con tml city(B) 


























Census tract 1 


























Census tract 2 


























Census tract 3 


























Census tract 4 


























Etc. 


























Suburbs 


























Suburb A, total 


























Census tract 1 


























Census tract 2 


























Etc. 


























Suburb B 


























Suburb C 


























Suburb D 


























Etc. 


























Remainder of region 


























RPD 1 


























RFD 2 


























KPD 3 


























Etc. 
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Table 26. Number of Patients, by Place of Residence, Hospital and Type of Accommodation Con t. 



Patients' place of residence 


All hospitals 


Hospital A 


Hospital B 


Etc. 


1- to 4- 
lied 
room 


OVIT 

-Midi 

room 


Nut 
re- 
jiortcd 


I- (o !- 
bud 
room 


Over 
4-bed 
room 


,N T ot 
re- 
ported 


I-to-t- 
bort 
room 


Over 
(-bed 
room 


Not 
ro- 
|iort3d 


1- In !- 

1)0(1 

room 


Over 
l-bed 
room 


Not 
re- 
liortud 


Contiguous counties 


























County 1 



























County 2 
























County 3 


























County 4 


























Etc. 


























Elsewhere in State 



























Out of State 
























Not reported 



























Sources: 

1. Inpatient information questionnaire, questions A and K. 
Questions answered: 

1. What is each hospital's service area with respect to ward (i.e., low income) patients? 

2. Does each hospital's service area for such patients differ from that for other patients? 
Use: 

Undfir8taml h W llei e llborh << ***"*<* may affect the need for various types of i 



2. May assist individual hospitals in planning services for low income patients. 
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Table 27. Number and-Percent of Discharged Patients, by Type of Accommodation and Primary 

Source o/ Payment 



Primary source of [inymont 


Total 
pat- 

(tilts 


Percent 


Number of Patients 


Percent 






1-bCtl 

room 


2-Tved 
room 


a- to 4- 

bed 
room 


Over 
4 bulls 


Not 
re- 
ported 


1-twd 
room 


2- bed 
room 


3- to 4- 

licd 
room 


Over 
4 beds 


Not 
re- 
ported 


All patients, total 




100 






















Non-indigent 




100 




i 

5 
















Private pay 




100 






















Blue Cross 




100 






















Commercial insurance 




100 






















Indigent 




100 






















Public welfare agencies 




100 






















Kerr- Mills 




100 






















Private charitable or- 
ganization 




100 






















Free care 




100 






















Not reported 




100 























Sources: 

1. Inpatient information questionnaire, questions K and L. 
Questions answered: 

1. What is t-be relationship between ability to pay and type of accommodation? 

2. How may patients are indigent for hospital purposes? 

3. How many patients rely primarily on insurance to pay llieir hospital bills? 

Use: 

"l. Helps hospitals to understand how changes in ability to pay and prepayment coverage may affect the need for 

various types of inpatient accommodations. 

2. Shows the extent to which welfare assistance and other assistance is required by patients to pay for 

hospital expenses. 

3. May help to enhance support for areawide planning on the part of third-party payers. 



Table 2&. Number of Patients, by Pay Status,* Hospital ami Vhn-c of AV,siV/mr<> 



Allliospltnl.s 



Hospital A 



Pnficnls' plnce of resfdpnco 



All patients, total 



Indl- Non- I I mill- I NOIL- 

Totnl | Rent | Indl- j Tolnl | pcnl, | lnd[. | TO 

Will 



Central city(s) 



Census tract 1 



Census tract 2 



Census tract 3 



Census tract 4 



Etc. 



Suburbs 



Suburb A, total 



Consus tract 1 



Census tract 2 



Etc. 



Suburb B 



Suburb C 



Suburb D 



Etc. 



footnote al Hid of tnblo, 
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Table 28. Number of Patients, by Pay Status t * Hospital and Place of Residence Continued 



Patients' pltice of residence 


All hospitals 


Hospital A 


Hospital H 


Etc. 


TotHl 


In<li- 
goiit 


Noil- 
Indi- 
gent 


Total 


Indi- 
gent 


Non- 
Indl- 
ROJit 


Total 


Indi- 
gent 


Non- 
indi- 
Efiit 


Total 


Itidi- 
Bont 


Non- 
IndJ- 
gent 


Contiguous counties 


























County 1 


























County 2 


























County 3 


























County 4 


























Etc. 


























Elsewhere in State 


























Out of State 


























Not reported 



























*IndlRciit-|tnt louts whospjirlinnry source ofptiyiiicnt Is welfare, Knrr-hEills, frou cnrc or clmrlty. NoiiliKilBeiu-iiadcnls wliosciirfnmryKotirruof pnynnniL 
Is private pny, Blue Cross, or commercial insnnmce. 

Sources: 

I. Inpatient information questionnaire, questions A nrnl L. 
Questions answered: 

1. Where do indigent patients reside? 

2. Do all hospitals participate in indigent euro? 

3. Does each hospital's service area coincide for bolh indigent and mmindigmil patients? 
'I. Do indigent patients tend to use nearby facilities? 

Use: 

1. Assists hospitals in changing neighborhoods to realistically assess Uiir fuUire rolos. 

2. Helps to plan realistically for services to patitouts unable to pay. 



Table 29. Number of Reported Outpatients, by Place oj Residence und Facility 





Patients' place of residence 


All facill 


Facility 


Facility 


Facility 


Facility 


Facility I 


; Fm-niij 


Fiudllly 




All patients, total 


















Central city(s) 


















Census tract 1 


















Census tract 2 


















Census tract 3 




















Census tract 4 





















Etc. 


















Surburbs 


















Suburb A, total 
















Census tract 1 








. 













Census tract 2 
















Etc. 




















Suburb B 












. 


Suburb C 










Suburb D 
















' 


Etc. 










. 










Remainder of region 










K-FD 1 

















RPD 2 











_ 










RFD 3 










"""" 


~ 




Contiguous counties 


















County 1 


















County 2 
















. 




County 3 

















County 4 
















Elsewhere in State 












- . 









Out of State 




















Sources: 





1. Outpatient information questionnaire, question A 
Questions answered: 

1. What is the total volume of outpatient services? 

?' WhnM* ^Y^"* 1 of cach foiHty toward meeting total demand? 
^3. What is each facihty's service area for providing outpatient service? 

1. Shows what areas are important to cach facility. 

2. Shows which facilities are important to cach area 

3. Shows whether outpatients tend to reside predominantly In low income areas 

4. IrovKles bas.e data which can be useful in developing guides to need ^ambulatory fncHities 
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Table 30. Number of Reported Outpatients, by Type of Patient., Pay Status and Place of Residence* 



Patient's plnco otreskleiico 


All patients 


Emergency 


Clinic 


Private referred 


Total 


Full 

pay 


'nrt 
pay 


Free 


Tola! 


Full 

pay 


Port 
pay 


1'reo 


Total 


Fill! 
pay 


Part 
pny 


Free 


Total 


Full 
pny 


Part 

pny 


Free 


All patients, total 



































Central city(s) 



























Census tract 1 































Census tract 2 































Census tract 3 


































Census tract 4 


































Etc. 




























Suburbs 



























Suburb A, total 































Census tract 1 

























Census tract 2 




























Etc. 



































Suburb B 

































Suburb C 


































Suburb D 




























Etc. 


































Remainder of region 




































RFD 1 






























RFD 2 

































RFD 3 






































HOG footnote at end of table. 



91 



Table 30. Number of Reported Outpatients, by Type of Patient,, Pay Status and Place of 

Residence* Continued 



Patient's place of residence 


All patients 


Emergency 


Clinic 


Priviite referred 


Totn! 


Full 
liny 


Part 
pay 


Free 


Tot nl 


Full 
pay 


Part 

pay 


Free 


Total 


Full 
pay 


Part 
I'ny 


1'roi 


To till 


(I Fu 
iwy 


Par 

pny 


I'rco 


Contiguous counties 

































County I 
































County 2 































- 


_ 


____ 


County U 
























County -i 





























Elsewhere in State 






























Out of State: 
































Complete 1 copy of this table for each hospital separately. 






Sources: 

1. Outpatient information questionnaire, questions A, F, and H. 
Questions answered: 

1. What is each hospital's service area for outpatient and emergency services? 

2. Do free and part-pay patients tend to live in the immediate vicinity of the hospital? 

3. How many emergency, clinic and private referred patients were there during the survey period? 
Use . WWe Pllticnts dlsiribut b y Pay ^atus during the survey period? 

OR " a rCaUStiC baS!S by h 1 '* m tho area served by their outpatient 



*" ***** '***" ln ^^ ^ * * ^ * ult of population shift, within the 
to understand whether ambulatory facilities should be planned primarily in relation to ,ow 
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Table 31. dumber of Oulpatienta, by Type and Disposition of Case 



Typo ci/cnso 


All cases 


Ad IH j tie (I 


Admission 
recommended 
or scheduled 


Other 


Not 
rcporlcd 


All outpatient and emergency coses 












All outpatients 












Clinic patients 












Tumor 












Heart 












Orthopedic 












Mental health 












Well baby 












Prenatal 












KENT 












GYN 












Etc. 












Private referred 












Turn or 












Heart 












Orthopedic 












Mental health 












Well baby 












Prenatal 












EENT 












GYN 












Etc. 












Emergency patients 












Type of case not reported 













Sources: 

1. Outpatient information questionnaire, questions B, F, and G. 
Questions answered: 

1. To what extent docs the outpatient department contribute to inpatient admissions? 

2. Do certain typos of clinics appear to contribute to the volume of inpatient admissions to a greater extent than 

others? 

3. To what extent do emergency services contribute to inpatient load? 

4 . How many outpatients are admitted directly, without delay? 
Use: 

1. Shows the effects of the operation of an outpatient department on inpatient admissions. 

2, Assists planning agencies to anticipate possible increases In inpatient load that mny result from wider use of ambula- 

tory facilities. 
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Table 32. Number of Outpatients, by Age, Race, and Sex* 



ARepiroup 


All patients 


Male 


Female 


SfiXiiol 

I'OpOrt- 
ed 


Tolnl 


White 


Negro 


Other 


Not rc 
ported 


Total 


White 


Negro 


Oilier 


Not re- 
ported 


Total 


Wliilo 


Negro 


Oilier 


Not ro 
ported 


All ages 







_ 






























Under 15 






_ 


















15-44 





























45-04 












65-74 

































75-84 



















85 + 




































Agc not re- 
ported 

























'The same tuble format inn y he used to show tlm number of outpatients by ago, race, and sex for each type of clinic, or losliow the ago, race, and sex 
eliarneteristtcs of emergency patients. A separate table should be prepared for each type of clinic and for emergency CUSPS, 

Sources: 

1. Outpatient information questionnaire, questions C, D, and E. 
Questions answered: 

1. What are the age, race, ami sex characteristics of outpatients? 
Use: 

1. Assists in determining whether outpatient facilities should bu planned in relation to particular population group*. 



Table 33. Number of Outpatients, by Age, Sex and Type of Patient 





All ngcs 


Under Ifi 


15-14 


45-04 


05-71 




Etc. 






F Not 
reported 


F Not 
report GC 


F Not 
riiportet 


F Not 
reported 


F Not 
re period 




Nol 
report 


ru ported 


All outpatient and emergency 
cases 


















All outpatients 


















Clinic patients 


















Tumor 


















Heart 


















Orthopedic 


















Mental health 


















Well baby 


















Prenatal 


















EENT 


















GYN 


















Etc. 


















Private referred 


















Tumor 


















Heart 


















Orthopedic 


















Mental health 


















Well baby 


















Prenatal 


















KENT 


















GYN 


















Etc. 


















Emergency patients 


















Type case not reported 



















-Sources: 

1. Outpatient information questionnaire, questions B, C, D, and G. 
Questions answered: 

'1 . How many patients attended each typo of clinic during the survey period? 

2. What arc the ago and sex characteristics of the ambulatory patients trcatod during tho survey period? 
Use: 

1 . Provides an inventory of the major characteristics of ambulatory patients. 

2. When compared with summarized annual data, can be used to determine how representative of a full year's 

operation are data collected in the outpatient information survey. 

3. Helps to establish rates of usage of each type of clinic by tho population. 



95 



Table 34. JViimfaer and Percent of Reported Long-Term Facilities and Beds, by Types of Patients 

Accepted 



Type of patient 


Tot ill re 
polling 
facilities 


I'orceii 


Total bed 
reported 


Per con 


Number r 
facilities 


f Number c 
beds 


f Pevecn 
fucllitlp 


Percent 
beds 


Male 




10 




10 










Fomalo 




10 




10 










Couples 




10 




10 








, - 


White 




10 




100 










Negro 




10 




100 










Oriental 




100 




100 








_ 


Other nonwhitc 




100 




100 










Ago under 20 




100 




100 










Ago 20-65 




100 




100 










Ago over 65 




100 




100 








- 


Mentally rotardod 




100 




100 










Mentally ill 




100 




100 








* " - 


Sunile 




100 




100 










Spastic 




300 




100 








' ' 


Alcoholic 




100 




100 








- - - 


Drug addicted 




100 




100 










Dinbetic 




100 




100 










Tuberculin' 




100 




100 










Cancer 




100 




100 










Blind 




100 




100 










Deaf 




100 




100 










Postoperative 




100 




100 










Incontinent (feccs) 




100 




100 










Incontinent (urine) 




100 




100 











Table 34. Number and Percent of Reported Long-Term Facilities and Beds, by Types of Patients 

Accepted Continued 



Type of patient 


Total rc- 

pnrtiug 
facilities 


I'lTCOllt 


Total lictls 
reported 


Percent 


Number of 
fuel! ities 


Number of 
beds 


Percent 
ffic ill ties 


Perec ti (. 
beds 


Bedfast 




100 




100 










Ambulatory (unassisted) 




100 




100 










Ambulatory (assisted) 




100 




1(10 










Confined to wheelchair 




100 




100 










Patients requiring intravenous feeding 




100 




100 










"Noisy" 




100 




100 










Welfare cases 




100 




100 











eources: 

1. Long-tor in care facility information questionnaire, question A. 
Questions answered: 

1. How many bnrls arc available! for oacli type of patient? 
Use: 

1. Provides fin inventory of long-term facilities and beds. 

2. May indicate gaps in tho availability of facilities open to particular types of patients. 



Table 35. Number of Reporting Long-Term Facilities With Coordinated Programs, by Type of 

Coordination and Type of Agreement 



Typo of coordination 


Total 
fncllllles 
roiJUTtlng 


Percent 


Number of hospitals 


Portent 
with 
nErcoincnta 


Total with 
agreements 


IVrlttuii 
BBreeinniHs 


Ornl or 

Informal 
aiircflinonta 


Consultation 




100 










Sharing of personnel 




100 










Hospital trains home's staff 




100 










Hospital docs laboratory work for home 




100 










Home assists in geriatric training for hospi- 
tal's staff and/or professional students 




100 










Hospital provides acute care for home's 
patients 




100 










Other 




100 











Sources : 

1, Long-term care facility information questionnaire, question B. 
Questions answered: 

1. What kinds of cooperative arrangements exist between long-term facilities and general hospinlu? 

2. How many long-term facilities participnto in such arrangomonts? 
Use: 

1. Indicates to facilities possible stops that can bo talccn to improve coordination and upgrade quality of &nre, 
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Table 36. Number and Percent of Long-Term Facilities and Beds by Typos of Professional 

Personnel Available 



Typo o( personnel 


Number of 
fftcilities 


Number of l>c< 


I'crcont of nil 
loiiR-lorm 
faculties 


Percent of all 
long- twin beds 


Full time 
Physician 










Registered nurse 










Licensed practical nurse 










Dentist 










Dietitian 










Physical therapist 










Occupational therapist 










Social worker 










Clergyman 










Part time 










Physician 










Registered nurse 










Licensed practical nurse 










Dentist 










Dietitian 










Physical therapist 










Occupational therapist 










Social worker 










Clergyman 










On call 










Physician 










Registered nurse 










Licensed practical nurse 










Dentist 










Dietitian 










Physical therapist 










Occupational therapist 










Social worker 










Clergyman 











Sources: 

I. Long-term care facility information questionnaire, question C. 
Questions answered: 

1. What kinds of professional personnel are available for the care of patients in long-term facilities? 

2. what proportion of facilities employ the types of professional persons listed? 

3. What proportion of long-term beds is located in facilities employing tho types of professional persons listed? 

US6 ', 

1. Provides some indication of quality of care available to long-term patients. 

2. May help to stimulate bettor staffing. 
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Table 37. Current and Projected Number of Long-Term Beds, by Facility 



Lonfi-tenn teds 


All (aollltlcs 


Facility A 


Facility 11 


Farlliiy H 


Ktc. 


Ete. 


Existing beds 














Beds under construction 














Beds after completion of current construction 














Additional beds planned next 5 years 














Total projected beds next 5 years 















Sources : 

1. Long-term care facility information questionnaire, question D. 
Questions answered: 

1 . What is the bed capacity of each facility? 

2. Which facilities arc currently expanding capacity? 

3. Which facilities arc planning to expand? 

4. How many long-term beds are projected for construcion over the next 5 years? 
Use: 

1. Provides an inventory of existing and projected facilities. 

2. May be used to determine whether construction plans are consonant with needs. 



Table 38. Number of Patients, by Ambulatory Status and Facility 



Ambulatory status 


All facilities 


Facility A 


Facility H 


Facility C 


Etc. 


Htc. 


Total patients 














Bedfast 














Wheel cl mil- 














Ambulatory, assisted 














Fully ambulatory 















Sources: 

1. Long-term ca.ro facility information questionnaire, question E. 
Questions answered: 

1. How many patients suffer from each major type of disability? 

2. How are patients with various kinds of disabilities distributed in each facility? 
Use; 

1. Helps to show long- and short-term facilities the need for cooperation in planning restorative services. 

2. Helps to pinpoint facilities which care for the most severely disabled patients and where coordinated relationships 

will be beneficial. 
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Table 39. Number of Long -Term Patients Transferred to and from Hospitals, Number Treated in 
Infirmary Units, and Number Examined or Treated by a Physician during the Month of 
_ 19 , by Facility 



Patient Category 


AllFiieililio 


Facility A 


Fiicimy 11 


Facility C 


me. 




All long-term patients 














Percen fc 


100 


100 


100 


100 


100 




Number transferred to hospital :K 














Percent of total 














Number transferred from hospital * 














Percent of total 














Number treated in infirmary * 














Percent of total 














Number examined by physician * 














Percent of total 














These categories nrc not nectwarlfy mutunlly nsclnslvc. 















100 



Sources ; 

1. Long-term care facility information questionnaire, question E. 
Questions answered: 

1. What proportion of long-term patients required treatment in an infirmary unit or hospital? 

2. How many new long-term patients were transferred from a hospital? 
6. How many long-term patients were examined by a physician? 

1. Shows importance of hospitals in providing acute care for long-term patients. 
. bliows the importance of hospitals ns a source of admissions 

3. Shows the extent of medical supervision of long-term patients. 

Table ^.-Number of Long*Term Patients, by 
Age and Sex 



Age group 





All pollen! 



Male 



Pomalo 



Sources: 

1. Long-term care facility information questionnaire 
question G. ' 

Questions answered : 

1. How many patients aro there in each age group? 

2. How many male and female patients aro there? 
Use: 

1. Helps to establish what proportion of each ago 

group is currently receiving long-term care. 

2. Assists in developing standards of usage to help in 

determining need. 
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Appendix III 



State Statutes Pertaining to Financing Hospital 
Construction, Maintenance and Operation 



Alabama (citations may be found in Code of 
Alabama, Recompiled, 195ff) 

04(11)-804(17): Authorizes the creation of 
"hospital associations" by local governing bodies 
in one or move contiguous counties of the State. 
A hospital association may "cooperate" with the 
State Board of Health for the purpose of con- 
structing, equipping, maintaining and operating 
a hospital. A hospital association may acquire 
property by eminent domain and may issue bonds 
backed by pledges of its revenues. Local govern- 
ing bodies may appropriate their shuros of con- 
struction, maintenance and equipment costs to 
an association hospital. 

204(1 8}-%Q4(SQ): Authorizes the creation of 
"county hospital boards" by three or more persons 
after approval by the county governing body. 
A hospital board may issue securities and build, 
equip, enlarge, or improve a hospital and conduct 
a nurses' training school within the county. 

Constitution, Amendment LXXIV: Provides for 
a bond issue to finance State matching grants for 
hospitals, clinics, and health centers. 

Constitution, Amendment LXXVI: Authorizes 
a special tax in all comities except Mobile and 
Jefferson to equip, operate, and maintain public 
hospitals, clinics, health centers, nurses' homes 
and training facilities conducted by duly desig- 
nated organizations. 

Constitution, Amendment LXXV: Authorizes 
Marion County to pledge certain revenues to 
back bonds the proceeds of which are to bo used 
for constructing, equipping, and operating public 
hospitals and related facilities. 

Constitution, Amendment LXX; Authorizes a 
special tax in Escambia County for acquiring, 



constructing, equipping, and operating county, 
public, or other nonprofit hospitals and health 
facilities, 

Constitution, Amendment LXX II; Same as 
Amendment LXX except that it applies to all 
counties except Mobile, Mon Igomery and Jefferson . 

Constitution, Amendment LXXIX; Authorizes 
Marion County to levy a special tax to acquire, 
construct, improve, or maintain county or other 
public hospital facilities within the county. 

Arizona (citations may be found in Arizona 
Revised Statutes) 



Authorizes the formation of 
hospital districts which are empowered to con- 
struct and equip, but not to operate hospitals. 
District hospitals must be operated by nonprofit 
hospital corpora-Lions through leasing arrange- 
ments, 

California (citations mny be found in Caft- 
fornia Annotated Codes) 

Vol. 41, Sees. 88000-38940; Authorises the 
formation of hospital districts to establish, main- 
tain, and operate hospitals and conduct nurses' 
training schools. A hospital district is formed by 
a favorable vote in an election. It may bo com- 
posed of incorporated and/or unincorporated terri- 
tory which need not be contiguous. A district 
may incur indebtedness and may levy taxes not 
to exceed 20ji on each $100 valuation. 

Vol. 39, Sec, 435.3: Authorizes State matching 
grants for Hill-Burton projects. 

Vol. 34, Sec. %&369: Authorizes county super- 
visors by a four-fifths vole to grant any money 
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accumulated in a capital outlay fund to a hospital 
district in which (ho entire county is included. 

Vol. 34, Sec. 25368: Authorizes county super- 
visors to transfer real property to a hospital 
district by unanimous vote. 

Vol. 85, Sec. 37.654: Authorizes fifth- and 
sixth-class cities in which a municipal hospital has 
not been established to construct a hospital and 
provide for its maintenance and operation by 
tenants subject to approval in an appropriate 
election on the question. 



Colorado (citations may be found in Colorado 
Revised Statutes, 1953) 

66-7-1: Provides for a special tax which may 
be levied for the benefit of county hospitals open 
to all residents of the county and "all others 
falling sick or being injured therein" subject to 
approval in a special referendum on the question. 

66-7-13: Authorizes the boards of county hos- 
pitals to rent or lease such hospitals to nonprofit 
Colorado hospital corporations for any rental and 
any period deemed proper. 



Georgia (citations may he found in Georgia 
Code Annotated) 

90-1501; Authorizes the creation of hospital 
authorities that include within their jurisdictions 
one or more counties, cities, towns or municipali- 
ties. Participating political units and subdivisions 
may tax for the purpose of constructing, equip- 
ping, altering, modernizing, or repairing any 
hospital authority project, but authorities them- 
selves have no taxing power. They may, how- 
ever pledge their revenues as backing for authority 
bond issues. 

00-1801: Authorizes State grants of up to 
$500,000 or one-third of the cost of a project to 
counties, municipalities, combinations of these or 
to hospital authorities to assist in the construction 
of public hospitals and public health centers 
receiving Hill-Burton aid. 



Hawaii (cita tions may be found in Revised L 

of flaivaii) 



aws 



C. 144,8*. *(/); Authorizes the counties of 
Hawaii, Kauai, and Maui to give aid to hospitals 
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Idaho (citations may be found in the Idaho 

Code) 

30-1354: Authorizes the formation of hospital 
districts to furnish general hospital and other 
services to the general public. 

81-8601: Authorizes counties to construct hos- 
pitals for indigents and others who arc "sick, 
injured or maimed." 

81-8604: Authorizes counties to lease county 
hospitals on such terms and for such periods as 
they may decide, or to sell such hospitals provided 
that such lease or sale is approved in a general or 
special election. 

81-3703: Authorizes the sale or leasing of joint 
city and county hospitals subject to approval in 
a general or special election. 

Illinois (citations may be found in Illinois An- 
notated Statutes) 

_ Vol. 28, Sees. 1251-1273: Authorizes tho forma- 
tion of hospital districts in counties having over 
500,000 population. Provides that no other 
governmental subdivisions of the State may own, 
operate or control a hospital within tho territory 
of such a hospital district, and requires that when 
a district goes into operation, it must reimburse 
other public agencies operating hospitals within 
the district for their facilities. 

Vol. 91, Sec. 125: Establishes a medical center 
district in tho City of Chicago which may issue 
bonds, construct hospitals and related facilities, 
exercise zoning power, and sell, lease, or rent 
property within its boundaries for hospital and 
related purposes to institutions operated by tho 
State, political subdivisions, and nonprofit and 
proprietary organizations, 

Vol. 84, Sees. 180-100.8; Authorizes a special 
tax to support nonprofit, nonsoctarian hospitals 
in any town of under 500,000 population which 
does not operate a municipal hospital, 

Vol. 24, Sea. 44-2: Authorizes tho diversion to 
any nonsectarian public hospital of taxes collected 
tor 3 consecutive years by any municipality for 
the purpose of establishing or purchasing a city 
hospital. ' 

Vol. 24, Sec. /,G~1: Authorizes any city to con- 
tribute money for the construction, maintenance 
and support of any nonsectarian, public hospital 
located within its limits. 

Vol. 34, Sec. 6351-2: Authorizes a special tax to 
maintain nonsectarian, nonprofit, community hos- 



pitals which agree to provide free care equivalent 
to one-fourth of total patient days. Such a tax 
is subject to approval in a referendum on the 
question. 



Indiana (citations may be found in Indiana 
Statutes Annotated) 

25-8603: Empowers all hospital associations to 
borrow and issue bonds. 

48-7518: Authorizes any city not having a city 
hospital to levy a tax and appropriate funds for 
the support of a nonprofit, nonsectarian hospital 
which meets certain specific requirements regard- 
ing the election of members of its governing board. 

48-7514; Authorizes counties to appropriate 
funds for the support of a nonsectarian, nonprofit 
hospital meeting certain conditions with respect to 
the election of members of its governing hoard 
provided that there is only one hospital in such 
county. 

48-750148-7506; Authorizes fourth- and fifth- 
class cities having no hospital to borrow, tax, and 
appropriate funds for the purpose of aiding the 
construction and operation of a hospital by a non- 
profit, nonsectarian group. 

48-7512: Authorizes cities having a population 
between 115,000 and 150,000 to tax for the sup- 
port and maintenance of nonprofit hospitals pro- 
vided that no city hospital has been established. 
22-8211; Authorizes county aid for nonprofit 
hospitals in fourth-class cities in any county in 
which there are insufficient hospitals. 

25-3701 25-S7 '10; Authorizes certain townships 
to tax and borrow funds to enlarge and maintain 
certain existing hospitals. 

22-340422-3405: Authorizes certain counties 
to tax and give aid for maintaining buildings and 
grounds of tuberculosis hospitals. 



Iowa (citations may be found in Iowa Code An- 
notated) 

37.18(3): Authorizes the construction and equip- 
ment of hospitals at public expense, in accord- 
ance with prescribed procedures if such hospitals 
are built as war memorials, 

56S.8-5GS.il: Authorizes counties, cities and 
towns to levy a special tax to maintain a hospital, 
where such governmental unit has received a gift 
for the purpose of establishing a hospital and 
insufficient funds are provided for its maintenance. 



Kentucky (citations may be found in Kentucky 
Revised Statutes) 

215 .190-215. 340; Provides for the establish- 
ment of tuberculosis santatorium districts either 
by initiative and referendum or by the action of 
the fiscal court or courts of one or more counties. 
Once such a district is established adequate 
county appropriations must bo made or taxes 
levied to cover the cost of the erection of buildings 
and annual operating expenses. 

216.080-216.240; Authorizes cities of the second, 
third, fourth, and fifth class to purchase, establish, 
erect, acquire, maintain, and operate a municipal 
hospital governed by an appointed seven-member 
commission and to issue bonds to finance such 
activities. 



Kansas (citations may be found in General 
Statutes of Kansas Annotated) 

80-213380-8153: Authorises cities of the 
second class located in counties of 50,000 or more 
population and containing no citios of tho first 
class to join with one or more townships or por- 
tions thereof to form a hospital district for the 
purpose of maintaining, operating, improving, 
equipping, purchasing, enlarging, constructing, or 
reconstructing public hospitals and/or nursing 
homes which are open to all residents of tho 
district. 

80-211380-2132; Authorizes any city of the 
third class, subject to a favorable vote on the 
question, to join with one or more townships or 
portions thereof to form a hospital district for the 
maintenance, operation, improvement, equipment, 
enlargement, construction, or reconstruction of a 
hospital located within its limits and open to 
all residents. 

Louisiana (citations may be found in Louisiana 
Statutes Annotated) 

46.1051-46.1067: Authorizes the formation of 
hospital service districts by the police juries of one 
or more parishes to acquire, construct, and main- 
tain hospitals, nurses' homes, and physicians' and 
dentists' offices. Such districts may levy a tax 
for such purposes for a period not exceeding 10 
years. 
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Maine (citations may be found in Revised 
St a tu Lea of Maine) 

0. 90-A, Sec. 13(IV)A: Authorizes munici- 
palities to raise or appropriate money to support a 
hospital serving its residents. 

Massachusetts (citations may be found in An- 
notated Laivs of Massachusetts) 

C. Ill, Sec, 73: Authorizes any town (as dis- 
tinct from cities) to appropriate $1,000 annually 
to maintain a bed for the care of resident indigent 
persons. 

Michigan (citations may be found in Michigan 
Statutes Annotated) 

5.%456(1~11): Provides for the establishment, 
by two or more municipalities, of hospital authori- 
ties for the purpose of constructing, owning, and 
operating a hospital or hospitals. Such authorities 
may issue bonds without prior referendum. 
vSpecial taxes may be levied for the benefit of 
hospital authorities. 

14-1231-14.1229: Authorizes the establishment 
of medical center commssions in cities of over 
500,000 population. A commission may con- 
struct governmental hospitals within a defined 
district, and may assist private, nonprofit hospitals 
in raising funds from any available source, to 
finance the purchase of land and the operation of 
institutional buildings within the boundaries of 
the district. 

14-U81: Authorizes township boards to appro- 
priate from unexpended balances in contingency 
funds, a reasonable amount of funds for the main- 
tenance and support of any hospital. Contribu- 
tions to building funds for new hospitals are not 
authorized. 

Constitution, Art. VIII t Sec. 11: Authorizes 
counties to appropriate funds for the construction 
maintenance, or assistance of hospitals admitting 
patients with contagious or infectious diseases 
The courts have held that a hospital docs not 
have to limit its patients to contagious or infec- 
tious cases in order to qualify for aid. 

H.mi~14.imS: Authorizes counties to levy a 
jJ/10 mill tax to construct, maintain, or assist 
hospitals admitting patients with contagious or 
infectious diseases. Hospitals do not have to 
limit their admissions to such cases in order to 
qualify for assistance. 
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Minnesota (citations may be found in Minne- 
sota Statutes Annotated) 

397.11-397.16: Authorizes the establishment of 
special hospital districts in counties having' 55 to 
70 beds and provides for tho issuance of county 
bonds for tho benefit of such districts. 

397.05-397.102: Authorizes two or more, con- 
tiguous municipalities by resolution of one, or 
more county boards, to form a hospital district,, 
County bonds may be issued for tho benefit of 
such district and taxes levied without limit as to 
rate or amount. 

36.101-S6.111: Authorizes the formation of 
hospital districts in counties having 63 to 70 beds. 
The county comprising such a district may tax 
for its benefit, and the municipality in which a 
district hospital is located may levy a tax in 
behalf of the district to tho extent of twice tho 
taxes levied for tho hospital district in territory 
outside tho municipality. 

373.053: Authorizes counties, subject to refer- 
endum, to construct a hospital as a war memorial 
building, provided that tho cost of construction 
docs not exceed $250,000. 

376.08: Authorizes counties under 30,000 popu- 
lation to appropriate up to $05,000 per year from 
general funds to erect, improve, alter, equip, and 
maintain a hospital in the county. Also author- 
izes any county to aid nonprofit rehabilitation 
centers and schools for the education of crippled 
children and adults. 

376.09: Authorizes counties in which there, IR no 
county hospital to appropriate up to $5,000 por 
year from general revenues to construct; and 
maintain a hospital within the county. 

376.06: Authorizes counties to lease county 
hospital buildings and grounds to responsible 
hospital associations. 

Mississippi (citations may be found in Missis- 
sippi Code of 1942. Annotated, Recom- 
piled 1956) 

7146-05: Authorizes State grants up to 50 
percent of the cost of construction (exclusive of 
federal grants, site cost, and cost of ofTsite 
improvements) for tho purpose of constructing, 
reconstructing, remodeling, erecting, and equip- 
ping hospitals, nurses' homes, health centers 
clinics, diagnostic and treatment centers rehabili- 
tation centers, nursing homos, and related facil- 



ities. Also provides for State grants to build and 
equip 17 schools of nursing within the State. 

714-0-13: Authorizes the State Hospital Com- 
mission to make grants for use in purchasing, 
reconstructing, or remodeling existing hospital 
facilities "when such facilities would become a 
part of an immediate, expanding program; which 
program would substantially increase the avail- 
able hospital or other health facilities in the area," 

7129-507129-68; Authorizes counties, cities 
and towns, and other political subdivisions to 
build, maintain, and operate community hospitals 
and other health facilities. Governmental units 
acting pursuant to this Act may cooperate with 
nonprofit corporations in constructing or operat- 
ing such facilities, or may contract for their 
operation. 

3374-144' Authorizes municipalities to donate 
up to $100 per month to maintain a charity ward 
or wards in any hospital in the same county. 
Also authorizes municipalities to donate and 
furnish lights, power, and water from municipally 
owned plants to hospitals and other benevolent 
institutions located within the municipality, 

Missouri (citations may be found in Annotated 
Missouri Statutes) 

184-290; Authorizes State grants of up to 
$10,000 to counties for the purpose of constructing 
a hospital or wing of a hospital as a memorial to 

veterans. 



Montana (citations may be found in Revised 
Codes of Montana, 1947, Annotated) 

69-3018: Authorizes State grants to match 
Hill-Burton aid on a dollar-for-doilar basis. 

16-430116-4313: Authorizes the formation of 
public hospital districts consisting of whole 
counties or their political subdivisions for the 
purpose of owning and operating, leasing and 
operating, maintaining, or aiding in the mainte- 
nance of a public hospital within the district, 
Such hospital must meet specified standards with 
respect to the care of indigent patients and non- 
discrimination on account of race, color, or sex. 
A special county tax is authorized for the benefit 
of such districts. 

16-1032; Authorizes boards of county com- 
missioners to lease county buildings, equipment, 
furniture, and fixtures for hospital purposes for 



periods not exceeding 5 years on such terms as 
they deem proper. 

Nebraska (citations may be found in Revised 

Statutes of Nebraska, 1943) 

15-235; Authorizes municipalities between 
5,000 and 40,000 population in which a municipal 
hospital has not been established to contract with 
a charitable corporation or association for the 
erection and management of a hospital and 
provide for appropriate payments. 

Neiv Hampshire (citations may be found in 
New Hampshire Revised Statutes Anno- 
tated) 

S1.4(VI); Authorizes towns to vote such sums 
as they judge necessary to aid hospitals either 
within their boundaries or in a neighboring town. 
Such neighboring town docs not have to be in 
New Hampshire to qualify for such aid. 

New Jersey (citations may be found in New 
Jersey Statutes Annotated) 

44-5-2: Authorizes any municipality not main- 
taining a municipal hospital to appropriate money 
for care of indigents from the municipality in 
county hospitals. 

44-5-10: Authorizes a village, borough, or town- 
ship having no municipally supported hospital to 
appropriate money to assist any hospital serving 
residents of the municipality. 

44-5-10.2: Authorizes municipalities which have 
no municipally maintained hospital to appropriate 
money to build or enlarge private charitable 
hospitals within the county which meet certain 
specified eligibility requirements. 

44-5-14' Authorizes the board of freeholders of 
a county having no county-maintained hospital 
other than the almshouso sick ward to appropriate 
money for the construction or enlargement of any 
private, charitable hospital within the county. 

44-5-16: Authorizes all counties other than first 
class to appropriate one-twelfth of one percent of 
the value of real and personal property for the 
operation of a charitable hospital in the county. 
No hospital may receive more than its actual 
deficit in yearly operating expenses, and no 
hospital may receive payment at a rate which 
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exceeds the average cost per patient in an3 T county 
fiospital operated by (he county making the 
appropriation. 

44-Q-oO: Authorizes counties having no countj r 
hospital to issue bonds up to $15,000 to aid any 
charitable hospital in constructing new buildings 
or altering, renovating or repairing old ones. 

30.9-29: Authorizes a county which has no 
county hospital permanently maintaining a build- 
ing or pavilion for communicable diseases other 
than tuberculosis or mental to appropriate up to 
$50,000 annually to any one hospital which does 
mnintain such facilities, or to contract with such 
hospital for cure of the county's communicable 
disease patients. 

New Mexico (citations may be found in Neiv 
Mexico Annotated Statutes 1953) 

14-33-114-33-13: Authorizes all cities, towns, 
and villages to build, own, manage, and operate 
hospitals; to vote bonds for construction; and to 
levy taxes for operation. They may lease or 
delegate operation of such hospitals to other 
persons. 

14-88-1414-88-41: Authorizes municipalities 
iiiid counties to enter into agreements for construc- 
tion, maintenance, and operation of joint county 
and municipal hospitals and, subject to referen- 
dum, to issue bonds for such purposes. The board 
of county commissioners and the governing body 
of the municipality, acting jointly, may lease the 
hospital to any person, firm, corporation, or asso- 
ciation or to the county or municipality to main- 
tain and operate the hospital. 

New York (citations may be found in Vol 42 
Consolidated Laivs oft\ eiv York Annotated, 
1760 1? 83) 



Creates a special hospital district for the city of 
-Salamanca and specified surrounding towns for the 
purpose of erecting and operating a new hospital. 

North Carolina (citations may be found in 
General Statutes of North Carolina) 

131-90-131-116.1: Authorizes the city 
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aries are the city and all territory within 10 iniloa, 
A hospital authority is a public corporation and 
has power to repair, conduct, and operate hospi- 
tals, provide teaching and schools Tor inodienl 
students, maintain nursing schools, operate isola- 
tion wards, and construct hospitals. A district 
may borrow money, and it may operate its facilities 
through agents. 

181-186.81; Authorizes boards of county com- 
missioners to establish a hospital authority by 
resolution and grant to it the powers exorcised by- 
municipal hospitals under Sec. J31.9H. 

181-180; Empowers the North Carolina Medi- 
cal Care Commission, the State Mill-Burton 
agency, to administer a program of State grants to 
cities, towns, political subdivisions, and nonprofit 
hospital organizations to purchase, land, construct, 
reconstruct, remodel, or add to hospital facilities' 
2S-1801 23-1808: Authorizes the formation of 
community hospital associations to aid nonsoc- 
tarian, nonprofit hospitals. Such aid may bo 
granted to only one community hospital in each 
county. Subject to referendum, the county may 
levy a special tax, not to exceed 8 mills for 5 years, 
for the benefit of such hospital. 

131-120.30: Authorizes municipalities, subject 
to referendum, to levy taxes and issue bonds for 
planning and acquiring, establishing, developing, 
constructing, enlarging, improving, 'or equipping 
any hospital or hospital site. Condemnation 
powers may be exercised for these purposes 
Municipalities may aid other municipalities or 
nonprofit associations to provide health facilities 
Such assistance may be in the form of gifts of real 
estate, leases, and interest-free loans. Honda 
issued to construct, expand, remodel or alter 
buildings and equipment are deemed to be bonds 
issued to finance public buildings owned by the 
municipality. 

Ohio (citations may be found in Ohio Revised 
Lode Annotated) 

613.07~S13.18: Authorizes the, fnrmation ()f 
oint township district hospital boards by two- 
onttr , tlle 1 t . 0wnshi P *""> of two <; r more 

Z ^ , , '?^ m ' Uly C lmt y- Jo| n' town- 
ip d st,,ct ho.p,tal boards may levy taxes subject 

toi f rendum and may either build and operate 
a omt township general hospital or may agroe 

" C ' 



' P ' lal 4 P-^Pato in building, 

gmg, or operating snoh hospital. 



715.14: Authorizes municipal corporations to 
provide rent nnd compensation for operation of 
free public hospitals operated by such municipal 
corporations or other associations. 

513,01-518.02: Authorizes township trustees to 
levy a tax not exceeding 1 mill to pay for hospital 
care for resident indigents. 

51S.05--513.06: Authorizes township trustees to 
agree with nonprofit groups to build, enlarge, or 
manage a hospital for such townships. Subject 
to referendum, bonds may be issued to finance 
such arrangements. 

5705.22: Authorises special tax above the 10- 
mill limitation for the purpose of supporting a 
county hospital. 

6705.20: Authorizes a special tax above the 
10-mill limitation for support of tuberculosis 
hospitals maintaining and caring for residents of 
the county. 

749.01: Authorizes municipalities to levy a tax 
not exceeding 1 1 mill for the benefit of a nonprofit 
group which furnishes free care to residents who 
are unable to pay. 

339.14: Authorizes the appointment of a hos- 
pital commission by a county board subsequent 
to u determination that additional hospital facili- 
ties arc needed in the county. Such a commission 
must contain at least three public members and 
one representative of each nonprofit hospital in 
the county. It may, with the consent of the 
county commissioners, make leases with indi- 
viduals or with nny charitable Ohio hospital cor- 
poration to provide for rental of land, buildings 
thereafter constructed, furniture, fixtures, and 
equipment for use as a general hospital or part of 
a general hospital. Such leases may not bo made 
for periods exceeding 60 years and arcs subject to 
renewal. Subject to referendum, bonds may be 
issued by the board of county commissioners in 
behalf of the hospital commission for the purpose 
of financing the construction and equipment of 
hospital facilities of any kind or character. The 
county hospital commission has continuing juris- 
diction over hospital facilities constructed under 
this act, except that the lessee corporation solely 
is responsible for the administration and operation 
of the leased facilities and the selection of per- 
sonnel. , Lenses may be terminated if after an 
appropriate hearing it is found that the lessee has 
failed to operate the leased facilities in accordance 
with the torms of the agreement. 

339.09: Authorizes counties to lease county 
hospital facilities for periods not exceeding 10 



years to notisectarian, nonprofit, Ohio corpora- 
tions, ti majority of whose members reside in the 
countj 7 . Such lenses may be terminated whore 
the lessee fails to operate the leased facilities in 
accordance with the terms of the agreement. 

749-35: Authorizes a municipal corporation 
owning a hospital to lease it for a. period not 
exceeding 10 years for operation by a non- 
sectarian, nonprofit, Ohio corporation ti majority 
of whose members reside in the county which 
contains the municipal corporation. These pro- 
visions also apply to any municipal hospital in 
which a joint township hospital district board or 
a board of county commissioners is participating, 
In the event that the lessee corporation fails to 
operate the leased facilities in accordance with the 
torms of the agreement, the lease may he 
term in a ted. 



Oklahoma (citations may be found in Okla- 
homa Statutes Annotated) 

Title 63, Sec. S29.5: Authorizes counties, cities 
and towns or combinations of these, subject to 
referendum, to issue bonds for tho purpose of 
financing construction or renovation of hospitals 
and related facilities such as health centers and 
tuberculosis, mental and chronic units. 



Oregon (citations may be found in Oregon Re- 
vised Statutes) 

441.195-441-410: Authorizes the formation of 
hospital districts which may borrow, subject to 
referendum, and tax for tho purpose of con- 
structing hospitals. 



Pennsylvania (citations may he found in 
Pennsylvania Statutes Anno tat erf) 

16, Sec. 2131: Authorizes a hoard of county 
commissioners to Appropriate up to $10 per week 
to organizations chartered to maintain a tuber- 
culosis sanatorium for each indigent resident of 
the county cared for therein. 

16, Sec. 2130; Authorizes counties to appro- 
priate funds to support any charitable hospital or 
tuberculosis sanatorium in the State which ox- 
tends treat.tno.nt and medical attention lo their 
residents, 
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16, Sec. 12141: Authorizes the commissioners 
ot third-class counties with approval of the Court 
oi Common Pleas to make appropriations to con- 
struct and equip buildings and wings for isolation 
and treatment of -contagious diseases in Class A 
rionsectfirian, nonprofit hospitals which provide 
ireo care to the indigent residing in their zones of 
influence. 

16, Sec. 6830: Authorizes the commissioners of 
second-class counties to appropriate money to 
support any charitable hospital or tuberculosis 
sanatorium in the State which extends treatment 
and medical attention to the residents of such 
county. 

53, Sec. 39505: Authorizes the councils of third- 
class cities to make appropriations to support or 
assist hospitals within or near the city, 

/<?, Sec. 2378: Authorizes single counties or two 
or more counties jointly to enter into an agree- 
ment with one or more nonsectarian, nonprofit 
general hospitals within the county or counties' 
or contiguous counties and to appropriate county 
money to such hospital or hospitals to construct 
and equip a building, wing or unit for isolation 
and treatment of contagious diseases. Similar 
arrangements between counties and municipalities 
are also authorized. 

Rhode Island (citations may be found in 
General Laivs of Rhode Island Annotated) 

40-3-14: Authorizes the State legislature to 
appropriate sums to partially reimburse voluntary 
general hospitals for care of indigent patients 



South Carolina (citations may he found in Code 
of Latvs of South Carolina) 

32-863: Authorizes a municipal council to levy 
a tax to pay the deficit of a municipal hospital. ' 
82-841$ Authorizes any town having between 
1,000 and 5,000 population, subject to referendum 
to levy taxes and issue bonds for the purpose of 
building a hospital. 

S*-808-4g-80e : Authorizes a town, city, or 
county, subject to referendum, to issue bonds 
m an amount not to exceed the cost of construc- 
tion to finance the construction of a hospital or a 
tuberculosis camp. 

South Dakota (citations may be found in South 
Dakota Code of 1939) 

27.1908: Authorizes counties having no county 
hospital, m lieu of building one, to establish one 
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or more wards in private hospitals either within 
or outside the county and to levy a tax for the 
establishment of such wards. 

%7.1907: Authorizes a board of county com- 
missioners, in lieu of maintaining and operating 
a county hospital, to lease such hospitals to res- 
ponsible societies or corporations. 

Tennessee (citations may he found in Tennessee 
Code Annotated) 

_ mi: Authorizes $3,000,000 annual appropria- 
tion for State matching grants to hospitals 
receiving assistance under the Hill-Burton Act. 
1401-140%: Authorizes cities and counties, either 
separately or together, to make contracts guar- 
anteeing payment of the expense of maintaining 
a hospital for a period of 5 years with any person 
who will defray the expenses of building and 
equipping a hospital within such city or countv 
for its use. 

1404: Authorizes any county or incorporated 
municipality to contribute property or money to 
nonprofit general welfare corporations engaged in 
acquiring, erecting, building, constructing, im- 
proving, maintaining, operating, expanding, or 
repairing any hospital within the State which 
serves the residents of such county or municipality 
without regard to race, creed, or color. 

Texas (citations may be found in Texas An- 
notated Civil Statutes) 



Constitution, Art. 9, Sec. 4; Authorizes Gal- 
veston County and other counties having a 
population of 190,000 or more to form countywide 
hospital districts for the purpose of furnishing 
medical and hospital care for the indigent and 
needy. Such a district may exercise taxing power 
subject to the approval of the property taxpaying 
voters of the county. 

44S7e; Authorizes a city, by ordinance, to create 
a hospital authority encompassing all its territory 
buch authorities do not have the power to tax 
but may issue revenue bonds secured by a pledge 
ot the net revenues to be derived from the opera- 
tion of a hospital or hospitals and other revenues 
resulting from the ownership of hospital properties. 
44940: Authorizes the Commissioners Court of 
a county of 75,000 or less population and contain- 
ing property with a minimum assessed valuation 
of $25,000,000 to form a public hospital district. 



Subject to a favorable vote in an election on the 
question, such district may lovy taxes and issue 
bonds. It may also lease existing hospital build- 
ings for its own use. 

4494<L-4494q3 : Authorizes the formation of spe- 
cial hospital districts in Lamar, Jefferson, Hidalgo, 
and Comanche Counties for the purpose of estab- 
lishing hospitals for the care of the indigent and 
needy. 

4437: Authorizes a city of 10,000 or more 
population in which a fund of $50,000 or more 
has been left or may be left for the purpose of 
establishing and maintaining a hospital, cither 
itself or together with the county in which it is 
located, to appropriate such sums as the appro- 
priate governing body or bodies deem sufficient 
for the care of indigent persons. 

44^41 ' Authorises the Commissioners Court 
of any county to lease county hospitals, provided 
that on petition of 50 or more taxpaying voters 
such hospital may not bo leased for more than 
5 years unless the proposition to lease is sustained 
by a majority vote in a referendum on the 
subject. 

4437c: Authorizes the Commissioners Court of 
a county having a population of 38,000 to 39,000 
according to the 1920 census to leases county hos- 
pitals on conditions satisfactory to both the Com- 
missioners and the lessee. 



Utah (citations may he found in Utah Code An- 
notated, 1953} 

17-5-45: Authorizes a county or counties to 
erect, repair, rebuild, and furnish a hospital and 
join with cities and towns in the construction, 
ownership, and operation of hospitals. 

10-8-9010-8-91: Authorizes third-class cities 
and towns to build, own, and maintain hospitals, 
either singly or jointly, and to levy a tax for the 
purpose of building such hospitals. 

Vermont (citations may be found in Vermont 
Statutes Annotated) 

T, 18, Sec. 2105; Authorizes the State to operate 
a rehabilitation center through a contract with a 
general hospital and to help to construct any extra, 
needed facilities in the hospital. 

T. 32, See. 2601: Authorizes a town or an incor- 
porated village to build and support a nonsectarian 
hospital in the same county, in an adjoining 



county, or in an adjoining county in a neighboring 
State. 

T. 82, Sec. 2602: Authorizes a town to appro- 
priate up to $700 annually or $5,000 for a perma- 
nent endowment of a free bed or beds for indigent 
residents. 

T>88, Sec. 2606: Authorizes a city whose charter 
provides that a board or body other than the legal 
voters assembled in a city meeting may assess 
taxes and appropriate money, to make assess- 
ments and support a hospital in that city. 

Virginia (citations may be found in Code of 
Virginia, 1950) 

38-818 -32-876; Authorizes a city, upon mak- 
ing a finding that there is a need for additional 
hospital facilities, to establish a hospital authority 
by resolution of the city council or other governing 
body. Cities may make appropriations for im- 
provement, maintenance, or operation of any 
public hospital or hospital project constructed, 
operated, or maintained by an authority, and may 
lease, sell, or convey property to an authority for 
no consideration or for nominal consideration. 
Existing nonprofit, charitable hospitals may be 
included within the "hospital project or projects 
of the authority." Authorities may issue bonds 
payable exclusively from the income and revenues 
of the project (a) constructed and from the pro- 
ceeds of Federal grants. 

3%~276: Authorizes a county, city or town, 
singly or jointly, to establish a "hospital or health 
center commission" by resolution of their govern- 
ing bodies after making a finding that there is a 
need for a hospital or health center. Such a com- 
mission may acquire property and acquire, estab- 
lish, construct, enlarge, improve, maintain, equip, 
and operate any hospital or health center and 
any other facilities and services for the care of sick 
persons. They may issue bonds payable only 
from the revenues and receipts of the facilities for 
the acquisition, establishment, or construction of 
which the bonds were issued. 

$%-134: Authorizes counties, cities, and towns, 
separately or jointly, to appropriate funds for the 
erection, construction, maintenance, and opera- 
tion of hospitals and health centers as a memorial 
to veterans. Such funds may be appropriated for 
existing hospitals and health centers. Facilities 
receiving such funds must bo entirely or partially 
devoted to charitable purposes. 
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32-134.1: Authorizes the governing bodies of 
counties to appropriate money and to make other 
gifts of real or personal property to be used in the 
construction or operation, or both, of charitable, 
nonprofit hospitals. 

15-16: Authorizes cities, counties, and towns to 
make appropriations of public funds or real or 
personal property to any charitable institution 
located within their boundaries which is not con- 
trolled in whole or in part by any church or sec- 
tarian society. 

Washington (citations may be found in Revised 
Coda of Washington) 

70.44-' Authorizes the formation of "public hos- 
pital districts" consisting of contiguous territory 
on one or more counties or portions thereof for the 
purpose of purchasing, constructing, leasing, main- 
taining, operating, and developing hospitals. Sub- 
ject to referendum, such districts may levy taxes 
and issue bonds. 

70.30.010-70.30.160: Authorizes counties to use 
county moneys, levy taxes, and issue bonds to 
procure a site, construct, equip, and maintain a 
county tuberculosis hospital. 

70.34.010-70.34.100: Authorizes counties to use 
county moneys, levy taxes, and issue bonds to 
procure a site, construct, equip, and maintain 
joint county tuberculosis sanitaria, provided that 
if this is done, county almshouscs may not be used 
for care of tuberculosis patients. 



Wisconsin (citations may be found in Wisconsin 
Statutes Annotated) 

6647: Authorizes counties, together with cities 
or villages which are wholly or partly within the 
county, to jointly construct or otherwise acquire, 
equip, furnish, operate, and maintain a county- 
city, general hospital. 

Wyoming (citations may be found in Wyoming 
Statutes, 1957, Annotated) 

35-114 88-186; Authorizes the formation of 
hospital districts for the purpose of constructing 
and operating general and tuberculosis hospitals, 
laboratories, nurses' homos, nurses training fa- 
cilities, and other related facilities. Districts may 
issue bonds, and the comity or counties in which 
all or part of a district is located must levy a tax 
annually for the benefit of the district for its pro- 
portionate share of the district's expenses. 

38-31518-322: Authorizes a county to issue 
bonds and levy taxes for the purpose of building 
or equipping' a county hospital open to both in- 
digonls and nonindigcnts after certain specified 
initial sums have been raised or donated for this 
purpose. 

18-323; Authorizes a board of trustees of a 
county memorial hospital, with the consent of the 
board of county commissioners, to lease such hos- 
pital for operation by any person, group, associa- 
tion or corporation, provided for indigent residents 
of the county. Provision is made for the, county 
to reimburse the operator or lessee of the facility 
for such free care at agrecd-upon rates. 
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1. Aldcrson Associates, Inc., "Philadelphia-South 

Jersey Metropolitan Area, Hospital .Survey/ 1 
Philadelphia, December 1961. 

2. American Public Health Association, "Public 

Health and Hospitals in the St. Louis 
Area," New York, 1957. 

3. Block, Louis & Associates, Inc., "St. Paul 

Area General Hospital Study," 1901. 

4. BOOK, Allen and Hamilton, Management Con- 

sultants, "Summary of the Report on 
Health Facilities Planning Survey," Greater 
Hartford Community Council, Inc., Hart- 
ford, Conn., October 1961. 

5. California State Department of Public Health, 

Bureau of Hospitals, "Plan for Meeting 
Long-Range Hospital Needs in the Sacra- 
mento Metropolitan Region," 1959. (Mim- 
eographed.) 

6. Citizens Hospital Study Committee, North- 

east Ohio, "Hospitals and Their Use in 
Northeast Ohio," Cleveland, 1958. 

7. Columbia Consultants Corporation, "Health 

and Hospital Survey for Nassau County," 
Ha worth, New Jersey, January 1954. 

8. Dayton Area Chamber of Commerce, "Hos- 

pital Study of the Dayton Standard Metro- 
politan Area," Dayton, Ohio, 1958. 

9. District of Columbia Department of Public 

Health, "Residence of Patients admitted to 
Hospitals in the Metropolitan Area," Wash- 
ington, 1958. 

10. Georgia Department of Public Health, Divi- 
sion of Hospital Services, Survey and Plan- 
ning Section, "Planning Guide for Health 
and Hospital Councils in Metropolitan 

Areas of Georgia," Atlanta, 1960. 



11. Georgia Department of Public Health, Divi- 

sion of Hospital Services, Survey and Plan- 
ning Section, "Survey of the Need for 
Suburban Hospital Service in the Atlanta 
Metropolitan Area," Atlanta, 1957. 

12. Goldmann, Franz, M.D., "Planning for Better 

Hospital Service in the Charleston Area," 
The Hospital Facilities Study Committee 
of Kanawha Welfare Council, Inc., Charles- 
ton, W. Va., June 1961. 

13. Greater Denver Hospital Survey Fund, "Hos- 

pital and Related Medical Facilities for 
Metropolitan Denver," Denver, 1957. 

14. Greater Detroit Area Hospital Council, Inc., 

"A Survey of I960 General Hospital Bed 
Needs for Lcnawee, Livingston, Macomb, 
Monroe, Oakland, Washtenaw, and Wayne 
Counties," Detroit, 1958. 

15. Hamilton, James A. and Associates, "A Hos- 

pital Plan for Los Angeles County, Cali- 
fornia," 1946-1947. 

16. Health and Welfare Council of Metropolitan 

St. Louis, "Hospital Planning in Metro- 
politan St. Louis," St. Louis, 1959. 

17. Hospital Council of Maryland, Baltimore 

Hospital Survey Committee, "General Hos- 
pital Facilities for the Baltimore Area," 
Baltimore, 1958. 

18. Hospital Council of Western Pennsylvania, 

"General Hospitals in Southwestern Penn- 
sylvania," Pittsburgh, July 1.958. 

19. Hospital Planning Council for Metropolitan 

Chicago, "Research Bulletin No, 1, Metro- 
politan Chicago's Present Hospital System," 
Chicago, June 1959. 
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20. Hospital Planning Council for Metropolitan 
Chicago, "Research Bulletin No. 2, Sizes 
imd Occupancies of Inpatient Services for 
Chicago Area Hospitals," Chicago, 
December 1959, 

Hospital Planning Council for Metropolitan 
Chicago, "Research Bulletin No. 3, Evalua- 
tion of Proposed New Hospitals," Chicago 
May 1960. 

Hospital Planning Council for Metropolitan 

Chicago, "Research Bulletin No. 4, Evalua- 
tion of Proposed Changes in Existing 
Hospitals/' Chicago, January 1961. 
Kansas City Area Hospital Association, 
"Community Report Number 1," Kansas 
City, 1960. 

Now York State Department of Health, 
Division of Hospital Review and Planning] 
"A Blueprint for the Hospitals of 
Rochester," Albany, July 1901. 

25. Oakland City Planning Commission, "Medical 
Center Hill," Oakland, 1959. 
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24 



26. Poland, Eleanor and Lembke, Paul A,, M.D., 

"Delineation of Hospital Service Districts/' 
Community Studies, Inc., Kansas City, 
Mo., January 1962. 

27. Rankin, John W., Hospital Consultant, "A 

Metropolitan Community Survey to Eval- 
uate Hospitals and Medical Care Facilities, 
Public and Private Welfare Agencies, and 
Public Health Facilities and Services, and 
to Recommend Programs to Meet These 
Community Needs for the Decade 1900- 
1970," Charlotte, I960. 

28. State of California, Department of Public 

Health, "Southern California Metropolitan 
Regions Survey of Hospitals," Berkeley, 
1960. 

29. United Community Services of Metropolitan 

Boston, "Medical Care Needs and Services 
in the Boston Metropolitan Area," Boston 
1957. 

30. United Hospital Fund, "The Hospital Survey 

for New York," New York, 1937. 
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Appendix V 



Areawide Planning Councils for Hospitals and 
Related Health Facilities, as of July 1963 



Staffed Hospital Planning Associations 



Birmingham Area Health Facilities Planning As- 
sociation, 

Care of Coordinating Council, 
309 North 23d Street, 
Birmingham 3, Ala. 

Charleston Studies Foundation, Inc., 
1523 Kanawaha Valley Building, 
300 Capitol Street, 
Charleston, W.' Va. 

Cleveland Joint Hospital Committee 

Care of Welfare Federation of Greater Cleveland, 

1001 Huron Road, 

Cleveland 5, Ohio. 

Community Chest and Council, 
2400 Reading Road, 
Cincinnati 2, Ohio. 

Health and Hospital Council of Metropolitan 

Savannah, Inc., 

Care of Joseph H. Harrison, Secretary-Treasurer, 
22 Bull Street, 
Savannah, Ga. 

Health Facilities Planning Council of Hawaii, 
Suite 820, Ala Moana Building, 
1441 Kapiolani Boulevard, 
Honolulu 14, Hawaii. 

Hospital and Health Council of Newark and 

Vicinity, 

45 Branford Place, 
Newark 2, N.J. 

Hospital Planning Association of Allegheny 

County, 

1046 Union Trust Building, 
Pittsburgh 19, Pa. 



Hospital Planning Association of Greater Toledo, 
2243 Ashland Avenue, 
Toledo 10, Ohio. 

Hospital Planning Council for Metropolitan Chi- 
cago, Inc., 

79 West Monroe Street, 
Chicago 3, 111. 

Hospital Planning Council for the Metropolitan 

Portland Area, 
1133 S.W. Market Street, 
Portland, Oreg. 

Hospital Review and Planning Council of Central 
New York, 

407 South State Street, 
Syracuse 2, NT. 

Hospital Review and Planning Council of Southern 
New York, 

3 East 54th Street, 
New York 22, N.Y. 

Hospital Review and Planning Council of Western 

New York, Inc., 
235 North Street, 
Buffalo 1, N.Y. 

Hospital Survey Committee, 
Suburban Station Building, 
Philadelphia, Pa, 

Kansas Health Facilities Information Service, 
1133 Topeka Boulevard, 
Topeka, Kans. 
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Metropolitan St. Louis Hospital Planning Com- 
mission, Inc., 
407 North Eighth Street, 
St. Louis 1, Mo. 

Metropolitan Washington Health Facilities Plan- 
ning Council, Inc., 
704 17th Street NW., 
Washington 6, D.C. 



Regional Hospital Review and Planning Council 

of Northeastern New York, 
90 State Street, 
Albany 7, N.Y. 

St. Paul Hospital Planning Council, 
300 Wilder Building, 
Fifth and Washington Streets, 
St. Paul 2, Minn. 



Hospital Councils Engaged in Planning 
and Membership Council Functions 



The Columbus Hospital Federation, 
1666 East Broad Street, 
Columbus 16, Ohio. 

Greater Detroit Area Hospital Council, Inc., 
1084 Penobscot Building, 
Detroit 26, Mich. 



Hospital Council of Southern California, 
4747 Sunset Boulevard, 
Los Angeles 27, Calif. 

Kansas City Area Hospital Association, 
3637 Broadway, Box 169, 
Kansas City 41, Mo. 



Rochester Regional Hospital Council, 
154 East Avenue, 
Rochester 4, N.Y. 
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Ad hoc committee reports which are part of the 
series of publications concerned with hospital and 
related health facility planning are: 

"Planning of Facilities for Mental Health Serv- 
ices," Report of the Surgeon Generals Ad Hoc 
Committee on Planning for Mental Health Fa- 
cilities. Public Health Service Publication No. 
808. January 1961. 55 pp. 40 cents. 

"Areawide Planning for Hospitals and Related 
Health Facilities," Report of the Joint Committee 
of the American Hospital Association and Public 
Health Service. Public Health Service Publica- 
tion No. 855. July 1961. 56 pp. 35 cents. 

"Medical School Facilities Planning Consid- 
erations and Architectural Guide," Prepared by 
the Public Health Service in cooperation with the 
Ad Hoc Committee on Medical School Architec- 
ture of the Association of American Medical Col- 
leges and the American Medical Association. 
Public Health Service Publication No. 875. 
October 1961. 185 pp. $1.00. 

"Areawide Planning of Facilities for Long-Term 
Treatment and Care," Report of the Joint Com- 
mittee of the American Hospital Association and 
the Public Health Service. Public Health Service 
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Publication No. 930-B-l. 1963. 81 
cents. 

"Areawide Planning of Facilities for Rehabili- 
tation Services," Report of the Joint Committee 
of the Public Health Service and the Vocational 
Rehabilitation Administration Participating 
Agency: Association of Rehabilitation Centers, 
Inc. Public Health Service Publication No. 
930-B-2. 1963. 88 pp. 55 cents. 

"Areawide Planning of Facilities for Tubercu- 
losis Services," Report of the Joint Committeo of 
the National Tuberculosis Association and the 
Public Health Service. (In process.) 

Free single copies of the above publications are avail- 
able from 

Division of Hospital and Medical Facilities, 
Public Health Service, 
U.S. Department of Health, Education, and 

Welfare, 
Washington 25, D.C. 

The publications may be purchased at the above- 
cited prices from 
The Superintendent of Documents, 
U.S. Government Printing Office, 
Washington 25, D.O. 
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HILL-BURTON PUBLICATIONS 

An annotated bibliography, "Hill-Burton Publications," Public 
Health Service Publication No. 930-G-3, will be provided upon 
request. For a free single copy, write to: 

Division of Hospital and Medical Facilities 
Public Health Service 

U.S. Department o Health, Education, and Welfare 
Washington 25, B.C. 

The bibliography presents a brief description of each of the 
publications from the Hospital and Medical Facilities Series under 
the Hill-Burton program. They are listed by category as shown 
below: 

A Regulations 

B Community Planning 

C Organization and Administration 

D Design and Equipment 

E Research and Demonstration 

F Reports and Analyses 

G Bibliography 

Publications mnat be ordered by their complete title and 
publication number rather than by category. 



